February  1981 


PQQ  PFPTIX  /FQ 

EFSPECTIVE" 
PERSPECTIVE 


ON 

MEDICAID  AND  MEDICARE 
MANAGEMENT 

The  Health  Care  Financing  Administration 


THE  HEALTH  CARE  FINANCING  ADMINISTRATION  (HCFA)  was  established  to  combine  health 
financing  and  quality  assurance  programs  into  a  single  agency.  HCFA  is  responsible  for  the  Medicare 
program,  Federal  participation  in  the  Medicaid  program,  the  Professional  Standards  Review  program 
and  a  variety  of  other  health  care  quality  assurance  programs. 

The  mission  of  the  Health  Care  Financing  Administration  is  to  promote  the  timely  delivery  of 
appropriate,  quality  health  care  to  its  beneficiaries — approximately  47  million  of  the  nation's  aged, 
disabled  and  poor.  The  Agency  must  also  ensure  that  program  beneficiaries  are  aware  of  the  services  for 
which  they  are  eligible,  that  those  services  are  accessible  and  of  high  quality  and  that  Agency  policies  and 
actions  promote  efficiency  and  quality  within  the  total  health  care  delivery  system. 

THE  MEDICAID/MEDICARE  MANAGEMENT  INSTITUTE  (M/MMI),  within  the  Health  Care 
Financing  Administration,  Bureau  of  Program  Operations,  works  with  Federal,  State,  and  contractor 
staff  toward  improved  management  of  the  Medicaid  and  Medicare  programs. 

The  M/MMI  promotes  program  management  improvements  through  problem  analysis  and  technical 
assistance  for  corrective  action,  and  fosters  exchange  of  ideas  and  techniques  through  conferences, 
workshops,  training  and  publications. 


PERSPECTIVES  ON 
MEDICAID  AND  MEDICARE 
MANAGEMENT 


FEBRUARY,  1981 

DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
HEALTH  CARE  FINANCING  ADMINISTRATION 

(HCFA)  81-20021 


Department  of  Health  and  Human  Services 

Richard  S.  Schweiker,  Secretary 


Health  Care  Financing  Administration 

Paul  R.  Willging,  Ph.D.,  Acting  Administrator 

Bureau  of  Program  Operations 

Tera  S.  Younger,  Acting  Director 

Medicaid/Medicare  Management  Institute 

Doris  Z.  Soderberg,  Director 

Improvements  Promotion  Division 

Will  Wolstein,  Director 


STAFF 

Executive  Editor:  Ginger  Hale 

Editorial:  Mickey  McManus 
Anne  Fowler 
Mike  Blank 
Mary  Vollln 
Joan  Kahl 

Contributing: 

Katie  Ballard 
Joseph  Boston 

Production  & 
Distribution:  Charles  Owens 
Ruth  Perry 
Carlotta  Wilklns 

Copy  Processing: 

Mary  Lou  Hutchison 


ii 


Opinions  expressed  in  this  publication  are  those  of  the  authors  and  do  not  necessarily  reflect  the  views  of  the  Department  of 
Health  and  Human  Services  or  its  agencies.  Trade  names  may  be  used  for  identification  purposes  only  and  do  not  represent  an 
endorsement  by  the  Department.  Unless  specifically  identified  as  such,  articles  do  not  represent  official  Department  policy. 


TABLE  OF  CONTENTS     February  1981 


Page 


SYMPOSIUM  ON  BENEFICIARY  SERVICES 

A  collection  of  articles  describing  Federal,  State,  and  private  sector  efforts  to  better  serve 
Medicaid  and  Medicare  beneficiaries  v 

HELP  FOR  THE  HEALTH  CARE  CONSUMER— THEIR  RIGHT— OUR  DUTY  1 

MEDICARE— A  CONSUMER'S  VIEWPOINT   5 

INFORMATION  FOR  RECIPIENTS— IOWA'S  GUIDE  TO  MEDICAID  11 

NEVADA  MEDICAID  BROCHURE— SAMI    13 

THE  HOSPITAL  PATIENT  REPRESENTATIVE— A  NEW  SERVICE   15 

PROVIDER  EDUCATION  IN  MEDICARE— THE  OREGON  BLUE  CROSS  EXPERIENCE 

A  Blue  Cross  service  representative  describes  their  practical  solution  to  the  problem  of 
improperly  completed  Medicare  claims.  Programmed  learning  is  filling  the  provider  education 
gap  for  this  Medicare  intermediary  21 

ILLINOIS  RECIPIENT  UTILIZATION  REVIEW  PROGRAM 

This  State's  lock-in  program  began  as  a  modest  pilot  project  and  now  results  in  an  estimated  $26 
million  in  savings   31 

HOSPITAL  COST  CONTAINMENT— SIMULATING  A  COMMUNITY'S  POTENTIAL 

A  computer  simulation  model  designed  to  determine  the  feasibility  of  integrating  or  sharing 
hospital  services  is  discussed  49 

AGING  GRACEFULLY  WITH  AGEISM— DIFFICULT  AT  BEST 

Ageism  is  a  subtle  prejudice  present  throughout  our  society  and  influences  many  actions.  A 
psychiatrist  who  heads  a  geriatric  psychiatry  unit  addresses  the  problem  55 

RESEARCH 

Research  &  Demonstration  Activity  Report— RADAR  61 

REFERENCES 

Annotated  Bibliography  75 

PUBLICATIONS 

M/MMI  Reort— Order  Form  91 

iii 


INTRODUCTION 

The  HCFA  Medicaid/Medicare  Management  Institute  (M/MMI)  provides  a  forum  for  exchange  of 
ideas  and  expertise  among  States,  through  conferences  and  publications,  and  maintains  a  clearing- 
house of  Medicaid  management  publications.  M/MMI  staff  also  conduct  Medicaid  and  Medicare 
program  training  for  HCFA  employees,  and  coordinate  HCFA's  interface  with  the  Medicare  inter- 
mediary and  carrier  groups,  including  conferences  for  Medicare  contractors. 

As  this  publication's  title  reflects,  we  include  articles  on  both  Medicaid  and  Medicare  operations;  our 
purpose  in  this  is  to  assure  that  a  broader  range  of  ideas  and  experiences  are  shared  across  HCFA's  two 
major  programs,  Medicare  and  Medicaid. 

This  publication  serves  as  a  vehicle  for  disseminating  various  State  solutions  to  problems,  innovative 
ideas  and  articles  of  general  and  special  interest  to  State  Medicaid  managers  and  staff  as  well  as  those 
working  in  the  Medicare  program.  We  welcome  articles  on  any  subject  reiated  to  either  program.  We  are 
particularly  interested  in  receiving  articles  from  State  agency  representatives  and  Medicare 
contractors.  Responses  to  previously  published  material  are  also  welcome. 

We  see  this  publication  as  a  joint  effort.  If  it  is  to  be  successful,  we  must  have  contributions  from  the 
States  and  Medicare  contractors,  as  well  as  their  views  on  how  well  we  are  meeting  their  needs. 

Please  forward  all  communications,  contributions,  requests  for  information,  and  materials  to: 

Doris  Z.  Soderberg,  Director 
Medicaid/Medicare  Management  Institute 
Health  Care  Financing  Administration 
Mail  Drop,  389  East  High  Rise 
Baltimore,  MD  21235 
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SYMPOSIUM  ON  BENEFICIARY  SERVICES 


"A  person  must  have  articles  of  faith.  I  have  three:  faith  in  the  individual— his  dignity,  his  worth,  his 
potentiality,  and  his  ability  to  improve  himself  and  the  world  in  which  he  is  a  part;  faith  in 
democratic  government  which  sometimes  seems  painfully  slow  in  arriving  at  a  decision;  and  faith 
in  using  our  democratic  government  to  the  maximum  extent  to  promote  social  welfare." 

Arthur  J.  Altmeyer 
1891-1972 


These  articles  of  faith  were  expressed  by  the  first  Commissioner  for  Social  Security  (1946-1953).  We 
have  chosen  this  credo  to  introduce  a  special  feature  on  beneficiary  services  because  it  eloquently 
defines  the  role  and  responsibility  of  government  to  serve  its  people  well.  Both  Medicare  and  Medicaid 
were  enacted  in  recognition  of  the  health  care  needs  of  the  public,  specifically  the  aged  and  the  poor. 
Paramount  to  the  effectiveness  of  the  two  programs  is  the  process  of  informing — so  that  those  eligible 
understand  Medicare  and  Medicaid  and  the  services  available  to  them. 

The  following  collection  of  articles  presents,  from  individual  perspectives,  the  efforts  of  people 
working  to  improve  beneficiary  services.  The  selection  is  reasonably  representative:  Federal  staff, 
State  Medicaid  staff,  a  consumer  advocate,  and  a  hospital  association  staffer.  All  seek  to  serve 
beneficiaries;  all  are  concerned. 

Former  Commissioner  Altmeyer  also  said:  "The  individual  cannot  survive  happily  without  the  use  of 
government  and  government  cannot  survive  unless  the  individual  has  a  full  opportunity  to  achieve  his 
maximum  potential. 

The  government's  commitment  remains  because  the  beneficiary's  need  continues. 


Both  quotations  are  excerpted  from  "A  Visit  with  Arthur  Altmeyer,"  OASIS,  August  1966,  pages  12-13. 


-  Editor 
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HELP  FOR  THE  HEALTH  CARE  CONSUMER  —  THEIR  RIGHT  — 
OUR  DUTY 


by  SIDNEY  S.  ROBBINS 

The  complexities  of  Medicare  and  Medicaid 
are  recognized  by  those  closely  associated 
with  these  programs.  Whether  in  the  executive 
or  the  legislative  branch  of  the  Federal  govern- 
ment, or  in  the  State  or  county  agencies, 
experienced  professionals  may  have  difficulty 
understanding  the  regulations,  policies,  and 
systems  which  make  these  programs 
operational.  So,  it  is  not  surprising  that 
beneficiaries  can  become  lost  in  an  apparent 
maze  of  red  tape  and  bureaucratic  verbiage. 
Illness  may  affect  a  person's  ability  to  cope 
with  problems,  including  those  related  to 
health  care  services.  In  HCFA,  our 
commitment  to  Medicare  and  Medicaid 
beneficiaries  and  to  their  inquiries  is 
predicated  on  recognition  that  those  who  seek 
help  from  publicly  financed  programs  have  a 
right  to  expect  assistance.  This  article 
highlights  the  efforts  of  one  person  in  HCFA's 
Office  of  Beneficiary  Services  to  fulfill  that 
commitment. 

Inquiries 

Individuals  with  Medicare  or  Medicaid 
problems  are  brought  to  the  attention  of 
HCFA's  Office  of  Beneficiary  Services  in  a 
variety  of  ways.  Beneficiary  letters  are  sent  to 
the  White  House,  to  Congressional  represent- 
atives, to  the  Secretary  of  HHS,  and  to  the 
Administrator  of  HCFA.  Some  individuals  with 
multiple  problems  understandably  have 
difficulty  identifying  the  responsible  Federal 
agency,  and  write  the  Department  of 
Agriculture  about  food  stamps,  the  Veterans 
Administration  concerning  veterans'  benefits, 
and  the  Department  of  Education  regarding 
rehabilitation.  But,  included  in  these  letters 
may  be  an  urgent  need  for  financial  or  medical 
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assistance,  for  social  services,  or  for  housing 
information.  The  receiving  office  must  then 
refer  requests  for  medical  assistance  to  HCFA. 
There  are  also  those  with  urgent  medical 
needs,  experiencing  frustration  in  encounters 
with  the  "system,"  who  call  Washington,  i.e., 
the  White  House,  a  Congressional  office,  the 
Department,  or  HCFA. 

The  questions  of  many  beneficiaries  can  be 
handled  expeditiously  and  successfully  by  a 
public  inquiries  staff  located  in  the  various 
HCFA  bureaus  and  in  HCFA  offices.  In 
particular,  the  Inquiries  Staff  of  the  Bureau  of 
Program  Policy  has  a  major  role  in  responding 
to  these  assistance  requests.  However,  if 
complex  or  unique  investigation  appears  to  be 
necessary,  or  if  extreme  urgency  is  expressed, 
the  inquiry  may  be  referred  to  this  office. 
HCFA's  responsibility  is  primarily  for  Medicaid 
and  Medicare  applicants  and  beneficiaries. 
Since  there  appears  to  be  no  identifiable 
component  in  HHS  to  deal  with  individuals 
experiencing  health  care  problems,  but 
ineligible  for  HCFA  programs,  the  assistance 
service  provided  by  this  office  is  not  limited  to 
those  eligible  or  applying  for  Medicare  or 
Medicaid. 


The  Process  of  Providing  Assistance 

To  be  effective,  our  assistance  service 
requires  prompt  and,  frequently,  imaginative 
action,  while  avoiding  friction  with  the  offices, 
organizations,  or  individuals  who  may  have 
contributed  to  the  inquirer's  problem.  In 
addition,  because  the  problems  our  office 
receives  are  often  unique,  and  extreme  delays 
in  resolution  have  already  occurred,  the  con- 
straints imposed  by  routine  procedures  are 
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sometimes  circumvented  to  permit 
expeditious  resolution.  Investigation  contacts 
are  made  either  by  phone  or  in  person,  while 
letters  are  used  primarily  to  confirm  action 
already  taken.  Contacts  are  made  with  any 
source  that  can  be  helpful,  including 
individuals  and  agencies  with  whom  the  health 
care  consumer  is  or  has  been  involved. 
Contacts  may  also  include  regional  office  staff, 
State  and  county  staff,  providers  of  service, 
non-profit  private  agencies,  legal  aid 
resources,  and,  above  all,  the  individual  or 
family  experiencing  the  problem.  Each  case 
presents  a  new  challenge  and  provides  infor- 
mation that  may  be  useful  in  subsequent 
cases.  After  five  years  of  providing  this  service, 
new  resources  for  assistance  are  still 
developing. 

Case  Histories 

This  assistance  service  can  best  be 
illustrated  by  providing  the  case  histories  of 
four  actual  situations  (eliminating,  of  course, 
any  identifying  information).  These 
illustrations  should  convey  the  significance 
and  importance  of  this  activity,  not  only  to  the 
beneficiary  or  inquirer,  but  also  to  the  Federal 
government.  We  believe  that  through  this 
activity,  a  large  bureaucracy  demonstrates 
that  it  cares.  What  may  seem  to  be  extraneous 
detail  is  presented  to  display  the  time  and 
persistance  necessary  to  resolve  each  case. 

A  South  American  Visitor's  Case 

Mrs.  F.,  a  citizen  of  Peru,  became  ill  while 
visiting  her  married  daughter  in  the  northeast. 
Rushed  to  a  hospital,  she  was  admitted  as  an 
emergency  patient  and  kept  for  some  days  for 
observation.  On  discharge,  she  was  presented 
with  a  large  bill  which  she  could  not  pay.  Her 
daughter,  whose  husband  was  unemployed, 
was  receiving  public  assistance  and  could  not 
help.  As  a  visitor  to  the  States,  Mrs.  F.  was  not 
eligible  for  medical  assistance.  Mrs.  F.  wrote 
the  President  for  assistance,  but  since  the 
letter  was  in  Spanish,  it  was  referred  by  the 
White  House  to  the  Department  of  State  for 
translation.  Almost  three  months  later,  an 
English  summary  of  the  letter  was  prepared. 
By  the  time  the  letter  was  referred  to  me,  Mrs. 
F.  had  left  the  country  and  the  bill  had  been 
turned  over  to  a  collection  agency.  I  contacted 
Mrs.  F.'s  daughter  who  was  very  concerned  by 


agency  efforts  to  collect  the  bill  from  her 
family.  I  learned  that  Mrs.  F.  wanted  to  pay  the 
bill,  but  could  not  obtain  funds  from  home 
because  Peruvian  government  regulations 
prohibit  a  citizen  of  that  country  from  sending 
money  out  of  the  country.  A  call  to  the 
Peruvian  Consulate  in  New  York  verified  this 
regulation.  I  contacted  the  hospital  and  spoke 
with  staff  of  the  Patients'  Accounts  Depart- 
ment. They  were  understanding  when  I 
explained  the  situation  and  provided  the  name 
of  the  collection  agency  handling  the 
delinquent  account.  After  explaining  the 
circumstances  to  the  collection  agency's 
president,  I  was  assured  that  he  would 
recommend  that  the  hospital  "write  off"  the 
bill.  (Later,  I  received  a  copy  of  a  letter  sent  to 
the  President  by  an  international  missionary 
society  in  Madrid,  Spain  to  whom  Mrs.  F.  had 
reported  her  positive  American  experience. 
This  society  asked  the  President's  permission 
to  use  the  story  in  the  society's  publication.) 


A  Veteran's  Story 

Mr.  P.,  who  lives  in  a  remote  area  of  the 
country,  wrote  the  President,  stating  that  he 
had  cancer,  only  two  weeks'  supply  of  pain 
medication  and  no  means  for  obtaining  more 
medication  or  medical  care.  I  tried  to  reach  Mr. 
P.  by  phone,  but  there  was  no  listing  for  him. 
With  little  information,  I  wrote  Mr.  P., 
describing  the  many  Federally  assisted 
medical  programs.  However,  uncertain  that 
this  information  would  be  useful,  and  aware  of 
the  urgency  in  this  case,  I  contacted  the 
Washington  office  of  Mr.  P.'s  U.S.  Senator.  The 
Senator's  office  agreed  to  ask  their  local  office 
to  contact  this  constituent.  This  contact 
revealed  that  Mr.  P.  was  a  veteran  and,  within 
three  days,  the  local  office  of  the  Veterans' 
Administration  contacted  Mr.  P.  and  arranged 
funding  for  the  necessary  hospitalization  and 
surgery.  Mr.  P.  had  been  unaware  that  VA 
services  were  available  to  him.  (I  believe  this  is 
an  excellent  example  of  cooperation  between 
the  executive  and  legislative  branches  of  the 
Federal  government  in  behalf  of  a  shared 
constituent.) 

A  Medicaid  Case 

Mr.  B.  called  the  office  of  the  Administrator, 
HCFA,  regarding  a  problem  involving  care  for 
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his  brother.  Since  the  receiver  of  the  call  had 
difficulty  understanding  the  nature  of  the 
problem,  I  was  asked  to  phone  and  offer 
assistance.  After  several  attempts  to  reach  Mr. 
B.,  contact  was  finally  made,  disclosing  that 
Mr.  B.'s  68  year  old  brother,  Mr.  A.,  was 
mentally  retarded  and  suffered  from  diabetes. 
Mr.  B.  had  assumed  responsibility  for  his 
brother  many  years  ago  and  had  built  a  small 
home  for  Mr.  A.,  where  he  lived  alone.  Because 
of  age  and  physical  and  mental  limitations,  Mr. 
B.  believed  his  brother  needed  constant  care, 
so  an  effort  was  made  to  place  him  in  a  nursing 
home.  The  family  doctor,  Dr.  C,  prepared  the 
necessary  medical  report,  supporting  the  need 
for  nursing  home  care.  This  report  also 
showed  the  patient  had  once  had  syphilis  as 
well  as  a  more  recent  skin  problem,  but  neither 
condition  was  active.  Despite  (or  because  of) 
the  medical  report,  Mr.  B.  stated  that  the 
nursing  home,  located  in  a  rural  southern 
community,  refused  admission  because  of  the 
history  of  syphilis.  Since  the  patient  was  on 
Medicaid,  I  phoned  his  case  worker  and,  after 
several  calls  over  a  three  day  period,  I 
confirmed  Mr.  B.'s  story.  Although  the  case 
worker  agreed  that  the  history  of  syphilis 
should  not  have  been  a  basis  for  refusing 
nursing  home  admission,  he  stated  that  he  was 
powerless  to  do  anything  and  suggested  that  I 
contact  the  State  agency.  In  a  conversation 
with  a  State  agency  representative,  who 
agreed  that  the  nursing  home  should  not  have 
denied  admission,  it  was  suggested  that  Mr.  B. 
write  the  Commissioner  of  the  State  agency 
and  request  an  investigation.  Since  the 
patient's  need  for  admission  seemed  urgent, 
the  recommended  procedure  seemed  inappro- 
priate. Instead,  I  phoned  the  nursing  home  and 
spoke  with  the  administrator.  She  stated  that 
she  believed  the  patient  had  "sores  all  over  his 
body"  and  therefore,  the  nursing  staff  would 
refuse  to  provide  service.  However,  she 
admitted  that  no  one  at  the  nursing  home  had 
ever  seen  Mr.  A.  She  agreed  that  if  the  nursing 
home's  medical  director,  Dr.  D.,  approved  the 
admission,  it  would  be  made.  A  call  to  the 
family  physician  verified  that  there  was  no 
current  evidence  of  syphilis  or  skin  disorder.  In 
addition,  this  physician  did  not  object  to  the 
proposed  examination  by  Dr.  D.  since  it  might 
enhance  Mr.  A.'s  chances  for  admission. 
Contact  with  Dr.  D.  revealed  that  he  had  read 


Dr.  C.'s  report  and  had  advised  the  nursing 
home  that  there  was  no  medical  reason  why 
the  patient  should  not  be  admitted.  Therefore, 
it  appeared  that  nursing  home  management 
had  ignored  the  recommendation  of  its  own 
medical  director.  I  then  asked  Mr.  B.  to  make 
an  appointment  for  his  brother  to  be  examined 
by  Dr.  D.  Three  days  later,  after  several  more 
calls,  I  was  advised  that  Dr.  D.  had  confirmed 
Dr.  C.'s  findings  and  that  the  patient  was 
granted  admission  to  the  nursing  home. 

A  Medicare  Case 

At  the  request  of  HCFA's  Office  of  the 
Administrator,  I  called  Mrs.  W.,  a  resident  of  a 
western  State,  regarding  a  problem  with  a 
Medicare  claim.  Mrs.  W.'s  father  had  died  six 
months  earlier  after  surgery.  Doctors'  bills  had 
been  submitted  twice  to  the  Medicare  carrier, 
without  acknowledgement.  Mrs.  W.  expressed 
concern  that  these  bills  might  be  turned  over  to 
a  collection  agency.  Mrs.  W.  said  she  was 
disabled  and  unable  to  pay  the  bills.  The 
Medicare  law  and  the  implementing  regulation 
state  that,  in  the  case  of  a  deceased  benefi- 
ciary, all  medical  bills  have  to  be  paid  before 
payment  may  be  made  by  the  carrier,  unless 
the  involved  doctors  accept  assignment.  The 
doctors'  offices  advised  that  they  had  not 
initially  accepted  assignment  but,  under  the 
circumstances,  they  would  do  so  and  had  so 
indicated  in  subsequently  submitting  bills  to 
the  carrier. 

I  called  the  carrier  to  determine  the  status  of 
these  claims.  After  being  cut  off  on  three 
occasions,  I  finally  reached  a  Medicare  claims 
representative  (by  calling  the  carrier's 
executive  office  and  being  transferred)  who 
stated  that  it  would  take  ten  working  days  to 
learn  the  status  of  the  claims.  Since  this 
seemed  inordinately  long,  I  obtained  the  name 
of  another  contact  in  the  carrier  operation  from 
the  HCFA  regional  office.  I  called  Mr.  M.,  the 
carrier  contact,  reported  my  experience,  and 
was  assured  that  he  would  personally  find  the 
claims  and  then  contact  Mrs.  W. 

Over  the  next  five  days,  I  regularly  contacted 
Mrs.  W.  and  also  several  assistants  to  Mr.  M. 
During  this  period,  no  one  from  the  carrier 
contacted  Mrs.  W.,  although  I  received  daily 
assurances  from  Mr.  M.'s  assistants  that  this 
would  happen.  On  the  sixth  day,  Mrs.  W. 
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advised  me  that  she  had  finally  received  a  call 
from  the  carrier  advising  that  the  claims  had 
been  located  and  that  direct  contact  with  the 
doctors  would  be  made  to  resolve  and  pay  the 
claims. 

Conclusion 

These  cases  illustrate  the  importance  of  a 
Federal  beneficiary  assistance  service.  They 
also  demonstrate  that  a  government  agency 
can  be  responsive  to  the  problems  of 
individuals  and  that  our  commitment  and  our 
investment  of  time,  knowledge,  and 
experience  can  be  rewarding. 

This  article  chronicles  this  author's 
experiences;  by  no  means  does  it  convey  the 
extensive  efforts  performed  throughout  the 
various   HCFA  components  in   behalf  of 


beneficiaries.  At  the  Federal,  State,  local  and 
contractor  levels,  thousands  work  on  behalf  of 
Medicare  and  Medicaid  beneficiaries.  Whether 
they  are  the  designated  staffs  in  HCFA  whose 
function  is  to  investigate  and  answer 
beneficiary  inquiries,  or  people  in  offices 
across  the  country  whose  daily  tasks  result  in 
better  services  for  beneficiaries,  we  are  sure 
they  will  all  agree  that  making  these  programs 
work  for  those  they  were  designed  to  serve 
makes  it  all  worthwhile. 


Sidney  S.  Robbins  is  Special  Assistant  to  the  Director  of 
HCFA 's  Office  of  Beneficiary  Services.  Associated  with  the 
Medicaid  program  since  its  inception  in  1966,  Mr.  Robbins 
has  always  worked  in  the  health  services  field, 
investigating  and  resolving  recipient  and  beneficiary 
inquiries. 
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MEDICARE— A  CONSUMER'S  VIEWPOINT 


by  DOROTHY  V.  RYAN 

The  National  Council  of  Senior  Citizens 
(NCSC)  lobbied  actively  for  the  Medicare 
legislation  of  1965.  While  NCSC  was  fully 
aware  that  Medicare  would  not  cover  or  pay  for 
all  health  care  needs  of  senior  citizens,  we 
recognized  it  would  significantly  reduce  the 
financial  outlay  for  health  services  from  our 
fixed  incomes.  However,  constraints  on 
Medicare  coverage  and  reimbursement  and 
spiraling  health  care  costs  have  created  an 
increased  financial  burden  on  beneficiaries. 
An  NCSC  objective  is  to  educate  and  inform 
beneficiaries  so  they  can  secure  maximum 
available  Medicare  benefits.  The  Council  is 
also  concerned  about  Medicare  problems 
beneficiaries  experience  and  how  these 
problems  may  be  reduced  or  eliminated. 

Beneficiary  Problems  with  Medicare 

Many  beneficiaries  are  intimidated  by 
Medicare  claims  forms.  Few  are  knowledge- 
able about  Medicare  requirements,  so  paper- 
work associated  with  a  claim  can  be  frustrating 
and  confusing.  When  hospital  or  physician's 
services  are  used  after  entitlement  is 
established,  Medicare  beneficiaries  find  they 
must  provide  specific  information  and  take 
certain  action  before  benefit  coverage  is 
considered  and  reimbursement  is  possible.  If 
more  than  one  physician  is  used,  the  paper- 
work can  be  even  more  complex.  After 
attempting  to  untangle  a  variety  of  Medicare 
forms  and  letters  requesting  or  providing 
information  and  explaining  payment  or  denial 
of  reimbursement,  some  beneficiaries  begin  to 
question  the  value  and  advantages  of  the 
program. 

Some  beneficiaries  are  reluctant  to  sign  any 
Medicare  form  because  of  fear  that  their  home 
or  other  assets  may  be  attached.  This  concern 
may  have  arisen  because  of  experience  with 


the  earlier  "aid  to  the  aged"  program  which 
could  place  a  lien  on  these  holdings  as  a 
requirement  for  eligibility. 

While  each  beneficiary  receives  a  copy  of 
Your  Medicare  Handbook  when  entitlement 
begins,  many  do  not  read  it  because  benefit 
use  under  the  program  may  not  occur  at  that 
particular  time.  Although  the  handbook,  as 
well  as  Medicare  pamphlets  and  forms,  advise 
beneficiaries  to  seek  information  and 
assistance  from  their  nearest  Social  Security 
office,  beneficiaries  frequently  choose  to 
consult  friends,  senior  citizen  centers,  or  other 
volunteers  for  advice.  While  these  individuals 
may  be  well  intentioned,  they  may  not  have 
accurate,  current,  or  complete  information  to 
knowledgeably  advise  or  guide  the 
beneficiary. 

Getting  to  a  Social  Security  office  for 
assistance  may  also  be  difficult  and  telephone 
calls  to  the  office  are  sometimes 
unsatisfactory.  Physical  handicaps,  advanced 
age,  or  lack  of  public  transportation,  parti- 
cularly in  rural  areas,  may  prevent  a  Social 
Security  office  visit.  Medical  insurance  infor- 
mation may  be  available  from  the  Medicare 
carrier,  using  toll  free  telephone  service,  but 
the  toll  free  number  may  be  forgotten  or 
misplaced  when  needed.  Many  beneficiaries 
do  not  know  the  name  or  location  of  the 
servicing  medical  insurance  carrier.  Since 
most  Medicare  carriers  are  in  large  cities 
where  the  firm's  commercial  business  is 
located,  a  personal  visit  to  the  carrier  may  not 
be  possible.  Information  presented  on 
television  or  radio  programs  and  in  newspaper 
public  information  columns  may  be  helpful. 
But  some  older  people  read  poorly,  either 
because  of  limited  education  or  visual 
impairment,  and  hearing  problems  may  also 
handicap  communication. 
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Beneficiaries  also  find  that  some  physicians 
discourage  Medicare  business  by  indicating 
their  office  already  has  a  heavy  workload  and 
they  cannot  conscientiously  take  another 
Medicare  patient.  Yet,  the  beneficiary  may 
hear  from  a  friend  or  relative  that  the  physician 
has  recently  accepted  new,  non-Medicare 
patients.  Some  physicians  who  do  not  accept 
assignment  insist  that  the  patient  pay  the 
medical  bill  promptly,  but  the  physician's 
office  is  then  slow  about  completing  the  Medi- 
care claims  form  so  the  patient  may  claim 
reimbursement.  Unfortunately,  some 
physicians  charge  from  $1  to  $5  to  complete 
claims  forms. 

The  special  requirement  concerning 
reimbursement  for  medical  expenses  of  a 
deceased  beneficiary  can  also  be  distressing. 
The  Medicare  law  requires  that  either  the 
physician  must  agree  to  accept  assignment  or 
the  deceased  beneficiary's  medical  bills  must 
be  paid  in  full  before  medical  insurance  claims 
can  be  processed  for  reimbursement.  Since 
many  physicians  do  not  accept  assignment, 
the  deceased  beneficiary's  family  or  estate 
may  be  faced  with  a  financial  burden  because 
money  must  either  be  borrowed,  or  limited 
savings  used,  to  pay  medical  bills.  Fortunately, 
proposed  legislation,  if  enacted,  would  change 
this  requirement  and  permit  medical  insurance 
reimbursement  before  full  payment  of  the 
deceased  beneficiary's  medical  bills. 

Beneficiaries  have  difficulty  understanding 
the  "80  percent  of  the  reasonable  charge" 
reimbursement  provision  which  may  result  in  a 
decrease  in  reimbursement  for  medical 
expenses.  Because  of  this  problem,  benefi- 
ciaries sometimes  believe  that  their  physician 
is  overcharging  for  services  or  that  the  govern- 
ment or  the  Medicare  carrier  is  attempting  to 
pay  them  less  than  they  should  receive. 

Few  beneficiaries  are  aware  of  the 
procedures  for  requesting  a  review  or  hearing 
when  they  disagree  with  the  carrier's  coverage 
or  reimbursement  decision.  If  the  beneficiary 
has  commercial  supplementary  insurance 
coverage,  some  may  accept  the  Medicare 
reimbursement  and  hope  the  supplementary 
policy  will  cover  the  difference.  Some  accept 
the  Medicare  reimbursement,  believing  that  it 
may  be  all  they're  entitled  to  and  that  "you  can't 
fight  city  hall."  Many  do  not  know  howtoclaim 
medical  expenses  paid  when  they  are  away 


from  home,  and  there  is  confusion  about  when 
ambulance  services  and  home  health  care  are 
covered  by  Medicare. 

these  problems  may  not,  of  course,  affect 
every  Medicare  beneficiary  but  they  represent 
issues  that  are  of  importance  to  senior  citizens 
and  to  the  NCSC. 

NCSC  Assistance  to  Beneficiaries 

The  NCSC  initiated  a  program  of  assistance 
to  Medicare  beneficiaries,  in  cooperation  with 
the  Medicare  Bureau  (now  part  of  the  Health 
Care  Financing  Administration).  This  program 
started  with  hospital  inpatients  who,  because 
of  illness,  were  believed  to  be  in  the  greatest 
need  of  assistance.  Medicare  beneficiary  aides 
were  instructed  in  Medicare  information  and 
trained  in  skills  and  techniques  for  providing 
assistance.  It  was  found,  however,  that 
hospital  patients  need  minimal  assistance. 
Many  hospitals  have  a  Medicare  department 
which  informs  and  assists  beneficiaries,  while 
other  hospitals  have  a  social  service 
department  which  performs  this  service. 
Therefore,  the  hospital  patient  has  very  little 
paperwork  responsibility,  except  to  sign  the 
Medicare  form.  We  also  found  that  some 
hospitals  object  to  the  beneficiary  aide 
approaching  the  Medicare  patient. 

We  have  found,  however,  a  definite  need  for 
assistance  to  beneficiaries  claiming  medical 
insurance  benefits.  I  recently  made  a  survey  of 
senior  citizens  attending  the  various  NCSC 
meetings  where  I  speak.  I  asked  how  many 
understood  the  Medicare  program,  knew  how 
to  complete  the  medical  insurance  claims 
form,  and  knew  how  to  appeal  their  claim  if  it 
was  denied  or  reimbursement  was  reduced. 
Only  one  or  two  indicated  an  adequate 
knowledge  of  how  to  submit  a  Medicare  claim 
and  these  beneficiaries  admitted  that  their 
knowledge  was  acquired  through  a  "hit  or 
miss,"  "trial  and  error"  process. 

NCSC  Recommends 

The  NCSC  strongly  opposes  the  establish- 
ment of  commercial  medical  assistance 
bureaus  of  medical  claims  processing  services 
such  as  those  found  in  some  areas  of  Florida 
and  whose  ads  we  have  read.  These  services 
will  fill  out  the  medical  insurance  claims  forms 
for  either  a  yearly  fee  of  $50  or  a  percentage  of 
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Medicare  reimbursement.  Since  some  claims 
are  for  large  reimbursement  amounts,  the  per- 
centage method  could  result  in  considerably 
more  than  the  annual  $50  fee.  Medicare 
beneficiaries  should  avoid  these  schemes 
which  can  seriously  impact  on  their  fixed 
incomes  and  which  may  have  already  netted 
the  entrepreneurs  considerable  income,  under 
the  guise  of  being  helpful  to  beneficiaries. 

The  NCSC  recommends  the  development  of 
local  educational  programs,  such  as  work- 
shops or  seminars,  where  beneficiaries  can 
learn  about  the  Medicare  program,  in  easily 
understood  language.  Beneficiaries  could  fill 
out  forms,  learn  how  to  properly  ask  and 
answer  questions,  act  out  a  hearing  or  review 
of  a  claim,  and  ask  the  questions  that  concern 
them  the  most. 

Since  there  are  many  community  nutritional 
sites,  an  outreach  worker  could  visit  these 
locations  at  regularly  scheduled  times  and 
train  many  individuals.  The  service  could  also 
be  provided  at  senior  citizen  centers  and  hous- 
ing units.  Those  who  might  not  be  able  to  attend 
the  teaching  workshops  or  seminars  because 
of  health  problems,  handicaps,  or  trans- 
portation problems  could  be  served,  on  special 
request,  by  an  outreach  worker  making 
individul  house  calls. 

Since  my  presentation  at  the  Medicare 
Contractors'  Conference  in  Dallas  (March 
1980)  was  briefly  outlined  in  the  NCSC  news- 
paper, I  have  received  letters  from  people  in 
Maine,  New  York,  and  other  States.  Writers 
agreed  with  the  problems  I  identified  in  my  talk 
and  supported  the  need  for  educational 
programs.  They  also  volunteered  to  do  what 
they  might  in  their  own  communities  if  such 
a  program  was  offered  to  Medicare  bene- 
ficiaries. 

The  retirement  administrator  of  a  business 
firm  told  me  that  he  had  also  encountered  the 
problems  I  mentioned  and  that  he  often 
wondered  how  many  people  do  not  file 
medical  insurance  claims  because  of  the 
difficulty  with  claims  forms.  He  suggested  that 
the  instructions  on  the  back  of  the  claims  form 
are  in  such  small  print  that  the  Medicare  bene- 
ficiary may  not  be  able  to  read  them.*  Also,  he 


suggested  placing  the  instructions  directly 
under  the  question  and  in  simplified  language. 

This  businessman  also  suggested  that  a 
duplicate  copy  of  the  claim  could  be  returned 
to  the  beneficiary  by  the  carrier  with  the 
reimbursement  notice  or  other  carrier 
communication.  This  would  make  it  easier  for 
the  beneficiary  to  keep  a  file  of  medical 
insurance  claims  and  payment  results.  Bene- 
ficiaries frequently  do  not  make  a  duplicate  of 
their  handwritten  claims  requests  and 
photocopy  services  are  unfeasible  because  of 
service  location  and  copy  cost. 

We  believe  that  physicians  might  be  more 
helpful  and  sympathetic  with  Medicare  bene- 
ficiaries if  they  knew  that  beneficiaries  were 
more  informed  and  capable  of  handling  their 
own  claims.  However,  physicians  should  also 
be  trained  to  be  more  descriptive  on  the  claims 
form  of  the  services  provided  to  the  Medicare 
patients.  This  would  result  in  fewer  requests 
for  clarification  or  development,  and,  perhaps, 
fewer  claims  denials. 

The  NCSC  believes  that  Medicare  carriers 
are  often  more  concerned  with  cost  savings 
than  with  beneficiary  services.  Carriers  have 
reported  that  it  takes  longer  to  serve  the  Medi- 
care beneficiary  than  it  does  to  take  care  of 
their  private  customers.  An  educational 
program  might  resolve  this  carrier  complaint. 


Conclusion 

The  NCSC  believes  that  beneficiaries  are  not 
getting  the  full  benefit  of  the  Medicare 
program.  We  also  believe  that  the  problems 
described  must  be  acknowledged  by  Congress 
and  by  program  administrators  so  that  bene- 
ficiary needs,  interests,  and  concerns  are 
addressed  and  resolved. 

It  seems  logical  that  an  active  and  ongoing 
educational  program,  to  help  beneficiaries 
help  themselves,  would  deal  realistically  with 
some  of  these  issues.  This  program  could  result 
in  reduced  claims  processing  time  and  cost, 
fewer  claims  returned  for  investigation,  fewer 
beneficiary  requests  for  hearings  and  claims 
review,  and  permit  reimbursement  to  be  made 
more  quickly  and  efficiently.  This  program 
would,  of  course,  require  funding,  but  the 
NCSC  believes  that  the  savings  in  time  and 
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money  could  more  than  outweigh  the  program 
cost.  People  trained  to  present  the  educational 
programs  should  be  paid,  and  should  be 
monitored  to  assure  that  well  prepared  and 
informed  individuals  are  assisting  Medicare 
beneficiaries.  Funds  should  also  be  allocated 
for  the  workshop  and  seminar  training 
expenses. 

The  NCSC  believes  that  the  Medicare 
program  needs  many  changes  to  meet  more  of 
the  health  care  expenses  beneficiaries  now 
have  to  pay  from  their  own  limited  income. 
However,  until  many  of  these  changes  are 
legislated,  every  effort  should  be  made  to 


assure  that  each  Medicare  beneficiary  receives 
the  full  benefit  the  current  program  has  to 
offer. 


Dorothy  V.  Ryan  is  a  Board  member  of  the  National 
Council  of  Senior  Citizens  and  President  of  both  the  Ohio 
State  Council  of  Senior  Citizens  and  the  Northeastern 
Ohio  Senior  Citizens  Council. 


'Editor's  Note:  A  recently  revised  medical  insurance 
claims  form,  Patient's  Request  for  Medicare  Payment 
(HCFA-1490S),  provides  simplified  questions  and  larger 
print  instructions.  A  description  of  form  changes  and  a 
copy  of  the  form  follow  this  article. 


IMPROVED  MEDICARE  CLAIMS  FORM  FOR 
BENEFICIARIES 


Medicare  beneficiaries  will  soon  be  using  a  new  claims  form,  designed  specifically  for  them.  To 
be  available  in  early  1 981 ,  the  new  form  contains  only  those  questions  necessary  to  identify  the 
beneficiary  and  the  illness  or  injury  requiring  medical  service.  Beneficiaries  will  attach  itemized 
bills  from  physicians  or  suppliers  to  their  claim.  Major  changes  to  the  Medicare  claims  form  are 
larger  print  type,  more  space  for  response,  and  simplified  instructions.  All  were  made  to  assist  the 
beneficiary  in  submitting  claims  for  Medicare  payment.  Testing  in  two  Florida  counties  indicates 
that  the  new  form  will  be  helpful  to  the  beneficiary  and  will  significantly  reduce  the  problems 
beneficiaries  previously  experienced  when  completing  the  form.  The  new  form  is  shown  on  the 
following  page. 
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Form  Approved 
OMB  No  66-R001  2 


PATIENT'S  REQUEST  FOR  MEDICARE  PAYMENT 

IMPORTANT-  SEE  OTHER  SIDE  FOR  INSTRUCTIONS 

PLEASE  TYPE  OR  PRINT  INFORMATION 

MEDICAL  INSURANCE  BENEFITS  SOCIAL  SECURITY  ACT 

NOTICE :  Anyone  who  misrepresents  or  falsifies  essential  information  requested  by  this  form  may  upon  conviction  be  subject  to  fine  and  imprisonment  under 
Federal  Law  No  Part  B  Medicare  benefits  may  be  paid  unless  this  form  is  received  as  required  by  existing  law  and  regulations  (20  CFR  422.510). 


1 

Name  of  Beneficiary  From  Health  Insurance  Card 

(First)                                                    (Middle)  (Last) 

SEND  COMPLETED  FORM  TO: 

2 

Claim  Number  From  Health  Insurance  Card 

I    i    i    I    I    I    I    1    1    I  1 

□  Male 

□  Female 

3 

Patient's  Mailing  Address  (City,  State,  Zip  Code)                          .   ,— . 

Check  here  if  this  is  a  new  address 

3b 

Telephone  Number 
(Include  Area  Code) 

(Street  or  P.O.  Box— Include  Apartment  number) 

(City)                                         (State)  (Zip) 

4 

Describe  The  Illness  or  Injury  for  Which  Patient  Received  Treatment 

4b 

Was  illness  or  injury  connected  with  employment?                                r-j  yes 

□  No 

5 

If  any  medical  expenses  will  be  or  could  be  paid  by  your  private  insurance  organization,  State  Agency,  (Medicaid),  or  the  VA  complete 
block  5  below. 

Name  and  Address  of  other  insurance.  State  Agency  (Medicaid),  or  VA  office 

NOTE:  If  you  DO  NOT  want  payment  information  on  this  claim  released  put  an  (x)  here 

Policy  or  Medical 
Assistance  Number 

 ^  □ 

6 

1  authorize  Any  Holder  of  Medical  or  Other  Information  About  Me  to  Release  to  the  Social  Security  Administration  and  Health  Care 
Financing  Administration  or  Its  Intermediaries  or  Carriers  any  Information  Needed  for  This  or  a  Related  Medicare  Claim.  1  Permit  a 
copy  of  this  Authorization  to  be  Used  in  Place  of  the  Original,  and  Request  Payment  of  Medical  Insurance  Benefits  to  Me. 

Signature  of  Patient  (If  patient  is  unable  to  sign,  see  Block  6  on  other  side.) 

6b 

Date  Signed 

IMPORTANT! 

ATTACH  ITEMIZED  BILLS  FROM  YOUR  DOCTOR(S) 
OR  SUPPLIER(S)  TO  THE  BACK  OF  THIS  FORM. 


HCFA-1490S  (6-80)  Department  of  Health  and  Human  Services— Health  Care  Financing  Administration 
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HOW  TO  FILL  OUT  THIS  MEDICARE  FORM 

Medicare  will  pay  you  directly  when  you  complete  this  form  and  attach  an  itemized  bill  from  your  doctor  or 
supplier.  Your  bill  does  not  have  to  be  paid  before  you  submit  this  claim  for  payment,  but  you  MUST  attach  an 
itemized  bill  in  order  for  Medicare  to  process  this  claim. 

FOLLOW  THESE  INSTRUCTIONS  CAREFULLY: 

A.  Completion  of  this  form. 

Block  1 .   Print  your  name  exactly  as  it  is  shown  on  your  Medicare  Card. 

Block  2.  Print  your  Health  Insurance  Claim  Number  including  the  letter  at  the  end  exactly  as  it  is  shown  on  your 

Medicare  card. 

Blocks  3  through  5.  Complete  the  information  in  these  Blocks  as  Requested. 

Block  6.   Be  sure  to  sign  your  name.  If  you  cannot  write  your  name,  make  an  (X)  mark.  Then  have  a  witness  sign 
his  or  her  name  and  address  in  Block  6  too. 

If  you  are  completing  this  form  for  another  Medicare  patient  you  should  write  (By)  and  sign  your  name 
and  address  in  Block  6.  You  also  should  show  your  relationship  to  the  patient  and  briefly  explain  why 
the  patient  cannot  sign. 

Block  6b.  Print  the  date  you  completed  this  form. 

B.  Each  itemized  bill  MUST  show  all  of  the  following  information: 

•  Date  of  each  service. 

•  Place  of  each  service    —Doctor's  Off  ice  —Independent  Laboratory 

—Outpatient  Hospital  —Nursing  Home 

—Patient's  Home  -Inpatient  Hospital 

•  Description  of  each  surgical  or  medical  service  or  supply  furnished. 

•  Charge  for  EACH  service. 

•  Doctor's  or  supplier's  name  and  address.  Many  times  a  bill  will  show  the  name  of  Several  doctors  or  suppliers. 
IT  IS  VERY  IMPORTANT  THE  ONE  WHO  TREATED  YOU  BE  IDENTIFIED.  Simply  circle  his/her  name  on 
the  bill. 

•  It  is  helpful  if  the  diagnosis  is  also  shown.  If  not,  be  sure  you  have  completed  block  4  of  this  form. 

•  Mark  out  any  services  for  which  you  have  already  filed  a  Medicare  claim. 

•  If  the  patient  is  deceased  please  contact  your  Social  Security  office  for  instructions  on  how  to  file  a  claim. 

COLLECTION  AND  USE  OF  MEDICARE  INFORMATION 


We  are  authorized  by  the  Health  Care  Financing 
Administration  to  ask  you  for  information  needed  in 
the  administration  of  the  Medicare  program.  Authority  to 
collect  information  is  in  section  205(a),  1872  and  1875 
of  the  Social  Security  Act,  as  amended. 

The  information  we  obtain  to  complete  your  Medicare 
claim  is  used  to  identify  you  and  to  determine  your 
eligibility.  It  is  also  used  to  decide  if  the  services  and 
supplies  you  received  are  covered  by  Medicare  and  to 
insure  that  proper  payment  is  made. 

The  information  may  also  be  given  to  other  providers 
of  services,  carriers,  intermediaries,  medical  review 
boards,  and  other  organizations  as  necessary  to  admin- 
ister the  Medicare  program.  For  example,  it  may  be 


necessary  to  disclose  information  about  the  Medicare 
benefits  you  have  used  to  a  hospital  or  doctor. 

With  one  exception,  which  is  discussed  below,  there  are 
no  penalties  under  social  security  law  for  refusing  to 
supply  information.  However,  failure  to  furnish 
information  regarding  the  medical  services  rendered  or 
the  amount  charged  would  prevent  payment  of  the 
claim.  Failure  to  furnish  any  other  information,  such 
as  name  or  claim  number,  would  delay  payment  of  the 
claim. 

It  is  mandatory  that  you  tell  us  if  you  are  being  treated 
for  a  work  related  injury  so  we  can  determine  whether 
worker's  compensation  will  pay  for  the  treatment. 
Section  1877  (a)  (3)  of  the  Social  Security  Act  pro- 
vides Criminal  penalties  for  withholding  this  informa- 
tion. 
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INFORMATION  FOR  RECIPIENTS:  IOWA'S  GUIDE  TO  MEDICAID 


by  CHARLES  S.  BALLINGER 

Iowa's  Medicaid  (Title  XIX)  program  is 
administered  by  the  Bureau  of  Medical 
Services,  part  of  the  Division  of  Community 
Programs.  The  bureau  consists  of  four 
sections:  Policy  and  Procedures,  Utilization 
Review,  Long  Term  Care,  and  MMIS.  The 
program  covers  Aid  to  Dependent  Children, 
Supplemental  Security  Income  (SSI),  and  SSI 
eligible  individuals  in  medical  institutions.  The 
essentially  comprehensive  program,  covering 
almost  all  significant  medical  and  health 
services,  has  a  current  caseload  of 
approximately  155,000  beneficiaries. 

Since  the  inauguration  of  Iowa's  Medicaid 
program  in  1967,  informational  pamphlets 
outlining  the  principle  eligibility  factors  and 
briefly  describing  covered  medical  and  health 
services  have  been  available  from  local  offices 
to  applicants  and  other  interested  individuals 
and  organizations.  While  the  pamphlets 
responded  to  a  beneficiary  need  for  under- 
standing of  eligibility  and  basic  program 
policies,  they  did  not  adequately  address 
coverage  policies,  particularly  restrictions  and 
limitations. 

Because  of  steadily  increasing  inquiries, 
both  to  local  offices  and  to  the  State  central 
office,  and  due  to  numerous  appeals  by 
recipients,  apparently  caused  by  either  lack  of 
understanding  or  misunderstanding  about 
coverage,  a  more  detailed  explanation  of 
coverage  issues  was  necessary.  Therefore,  a 
16  page  booklet,  titled  "Your  Guide  to 
Medicaid,"  was  issued  in  1978.  Staff  members 
of  the  Bureau  of  Medical  Services  in 
cooperation  with  the  Bureau  of  Communi- 
cations (responsible  for  public  relations) 
worked  on  a  part  time  basis  over  a  period  of 
approximately  one  year  to  create  this  booklet. 

The  booklet  contains  a  detailed  description 
of  each  item  of  service  covered  under  the  Iowa 
Medicaid  program,  including  an  explicit 
explanation  of  types  of  service  covered  and 
noncovered,  and  the  conditions  of  coverage.  It 
also  points  out  that  the  provider  may  bill  the 
recipient  for  a  totally  noncovered  service  item 


but  that  additional  charges  beyond  what  the 
program  pays  for  a  covered  service  cannot  be 
billed  the  recipient.  Other  subjects  discussed 
include  use  of  the  recipient's  Medical 
Assistance  eligibility  card,  issued  to  the 
recipient  monthly  as  long  as  eligibility 
continues;  a  general  description  of  the  rights 
and  responsibilities  of  Medical  Assistance 
recipients;  and  a  discussion  of  the  responsi- 
bilities of  local  offices  and  Iowa's  central 
office. 

Bound  in  a  stiff  green  cover,  the  booklet  is 
printed  in  black  with  particularly  significant 
items  printed  in  green.  The  booklet  is  amply 
illustrated  with  at  least  one  illustration  foreach 
provider  group  covered.  Currently,  more  than 
100,000  copies  of  the  booklet  have  been 
distributed  to  beneficiaries  and  other 
interested  parties. 

One  of  the  problems  associated  with  the 
booklet  is  a  need  for  periodic  update  to  reflect 
program  changes,  such  as  changes  in 
coverage  policy.  Like  other  States,  Iowa  is 
currently  experiencing  a  severe  financial  crisis 
which,  of  course,  affects  the  Title  XIX  program. 
Fiscal  concerns  may  cause  delay  in  needed 
updating  and  reprinting  of  the  booklet.  Despite 
financial  considerations,  the  Bureau  of 
Medical  Services  recognizes  that  the  booklet 
has  had  uniformly  excellent  acceptance  by 
recipients,  local  offices  and  others  who 
request  information  about  the  Medicaid 
program.  "Your  Guide  to  Medicaid"  has  been 
well  worth  the  time  and  money  involved  in  its 
development  and  preparation. 

Single  photocopies  of  the  booklet  may  be 
provided  without  charge  to  other  Medicaid 
State  agencies  by  writing:  Iowa  Department  of 
Social  Services,  Bureau  of  Medical  Services, 
Attention:  Charles  S.  Ballinger,  Hoover  Bldg., 
Des  Moines,  Iowa  50319. 


Charles  S.  Ballinger  is  a  Policy  Specialist  with  the  Policy 
and  Procedures  Section  of  Iowa's  Bureau  of  Medical 
Services. 
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who  specializes  in  treatment  of  the  e 
there  is  no  physical  reason  a  hearing 
worn. 

Next,  your  hearing  must  be  tested  t< 
an  aid  would  improve  hearing  and  tl 
hearing  aid  that  would  be  most  bene 
particular  case. 

If  both  of  the  above  examinations  in 
aid  would  be  helpful,  then  the  progr 
payment  for  a  hearing  aid  that  meet 
purchased  from  a  qualified  hearing 


MDUR  J 
GUIDE  TO  ^ 
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Covered  services  primarily  include  surgi 
certain  prosthetic  appliances  for  the  foo 
not  covered  under  Medicaid  include  tre< 
for  routine  foot  care  such  as  clipping  of 
corns  or  callouses. 


Orthopedic  Shoes 

Orthopedic  shoes  are  covered  only  if  pra 
a  doctor  of  medicine  or  osteopathy  or  a  i 
obtain  special  shoes  without  a  written  pi| 
dealer  can  bill  you. 


Skilled  Nursing  Facilities 


K  your  doctor  certifies  that  you  need  the  level  of  service 
provided  by  a  skilled  nursing  facility  (care  under  the  24-hour 
supervision  of  licensed  nursing  personnel)  and  you  are 
eligible  for  Medicaid,  the  cost  of  care  may  be  covered  by  the 
program. 

The  local  social  services  office  will  decide  if  you  are 
financially  eligible  for  such  services  if  your  income  exceeds 
the  eligibility  ceiling  for  persons  not  in  a  medical  institution. 


Community  Mental 
Health  Centers 


Payment  will  be  made  for  services  of  a  psychiatrist, 
psychologist,  social  worker  or  psychiatric  nurse  on  the  staff  of 
a  community  mental  health  center  certified  as  such  by  the 
Iowa  Mental  Health  Authority.  All  services  must  be  provided 
under  the  direct  personal  s  jpervision  of  a  psychiatrist. 


Prescription  Drugs 


IOWA  DEPARTMENT  OF  SOCIAL  S 
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The  program  covers  drugs  that  by  law  only  can  be  sold  by  a 
pharmacy  on  a  physician's  prescription  and  insulin.  Also 
covered  are  medical  and  sickroom  supplies.  The  program 
also  will  pay  for  birth  control  drugs  and  supplies.  The 
following  limitations  apply  to  prescribed  drugs: 

1.  Over-the-counter  drugs  are  not  covered.  This  includes 
aspirin,  laxatives,  iodine  and  other  items  that  you  can  buy 
without  a  doctor's  prescription.  The  pharmacy  can  bill 
you  for  these  items. 

2.  Some  types  of  drugs  are  covered  only  if  they  are 
approved  in  advance  by  the  Department.  Your 
pharmacist  will  know  what  these  drugs  are;  however,  if 
the  Department  does  not  approve  them  in  your  case  the 
pharmacy  can  bill  you. 


Hospitals 


j  j   '4ut~-      i  tin  jim  j 


The  program  covers  both  inpatient  and  outpatient  hospital 
care.  There  are  no  specific  limitations  on  the  amount  of  care 
that  will  be  paid  for  as  long  as  that  amount  of  hospital  care  is 
medically  required.  The  following  limitations  apply  to  hospital 
care: 

1.  The  services  of  a  private  duty  nurse  are  not  covered. 

2.  A  private  room  is  not  covered  unless  it  is  medically 
necessary  for  treatment  of  the  patient's  condition. 

3.  Services  of  the  hospital  barber  or  beauty  shop  are  not 
covered. 

4.  Telephone  and  television  are  not  covered. 
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NEVADA  MEDICAID  BROCHURE— SAMI 

by  MELISSA  DYER 


Because  the  Medicaid  recipient  may  not  be 
biiled  for  medical  services,  and  because 
providers  of  Medicaid  services  bill  and  receive 
payment  directly  from  the  program  or  its 
fiscal  intermediary,  Medicaid  recipients  are 
not  involved  in  any  way  in  payment  for  care 
received.  They  are  responsible  only  for 
keeping  appointments  and  producing 
evidence  of  current  eligibility. 

A  Medicaid  program  has  almost  no  contact 
with  its  recipients.  Eligibility  lists  are  created 
by  a  different  program  or  agency  and,  unlike 
Medicare,  the  population  served  is  continually 
changing.  Eligibility  for  Medicaid  is  by  the 
calendar  month  rather  than  permanent 
entitlement.  For  some  groups  of  recipients, 
turnover  may  be  as  high  as  40  percent  in  a  year. 

Beneficiary  services,  then,  are 
predominantly  indirect.  Medicaid's  primary 
contact  is  the  provider  of  services.  Securing 
the  widest  possible  provider  participation  and 
keeping  those  participants  informed  about 
program  requirements  results  in  ready 
accessibility  for  Medicaid  patients. 

From  past  surveys  of  various  health  care 
professions  and  through  liaison  maintained  in 
semiannual  provider  workshops,  the  following 
are  identified  as  providers'  primary  concerns: 
promptness  of  payment;  adequacy  of  pay- 
ment; and  elimination  of  red  tape  inherent  in 
any  third  party  program.  Whether  or  not  it  is 
publicly  funded,  the  last  priority  is  an  ongoing 
concern. 

The  Nevada  Medicaid  program  has  about 
25,000  recipients  and  has  enrolled  3,200 
providers  of  care,  many  of  them  out  of  State. 


Ten  years  ago,  a  23  chapter  manual  of  provider 
instruction  was  planned.  Not  only  are  many 
chapters  still  unpublished,  we  know  from 
experience  that  providers  rarely  read  what  has 
been  published.  Two  years  ago,  staff 
suggested  that  brevity  and  convenience  might 
make  our  red  tape  more  palatable.  We 
proposed  a  slick,  three-color,  tab  indexed, 
professionally  printed  pamphlet  for  the 
Medical  Assistant's  desk  top,  to  serve  as  an 
easy  reference  that  would,  ideally,  answer  all 
possible  questions  about  the  Nevada  Medicaid 
program. 

One  staff  member  designed  and  wrote  the 
pamphlet  in  approximately  40  hours,  using 
nine  8V2"  x  11"  sheets  folded  and  stapled 
lengthwise.  The  outer  sheet  is  of  heavier  stock 
to  serve  as  a  cover.  Each  page  describes  one 
service  under  five  headings:  COVERED,  NOT 
COVERED,  AUTHORIZATION,  BILLING, 
AND  PAYMENT.  While  the  material  is  directed 
to  health  care  providers,  the  pamphlet  is  also 
available  to  recipients. 

First  problems  encountered  were  cost  and 
timing.  Commercial  estimates  were  over  $3  per 
copy  foran  order  of  3,000.  The  Nevada  Printing 
Office  was  tied  up  with  proposed  legislation 
and  could  not  promise  delivery  within  a  year. 
The  Nevada  Welfare  Division's  Print  Shop  was 
equipped  to  print  manual  material  only;  they 
could  print  one  color  on  nongloss  stock  and 
could  not  handle  the  variable  cut  for  tab 
indexing. 

We  substituted  adhesive  shading  on  page 
edges  in  lieu  of  cut  tabs.  The  first  issue  was 
printed  in  black  on  bright  yellow  paper  in 
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August  1 978  and  titled  SAMI  —  State  Aid  to  the 
Medically  Indigent.  Questions  and  suggested 
refinements  from  staff  and  providers  resulted 
in  updates  in  October  1978,  January,  April, 
July,  and  December  1979.  A  most  valuable 
suggestion  received  and  adopted  is  to  cover 
each  new  issue  in  a  different  color. 

The  most  recent  Nevada  Medicaid  brochure, 
with  pink  cover,  was  issued  in  July  1 980  at  the 
printing  cost  of  22  cents  each  for  3,500  copies. 
Typing,  collating  and  postage  must  be  added. 
Because  of  its  deliberately  odd  size,  the 
pamphlet  requires  9"  x  12"  manila  envelopes 
for  mailing;  envelope  cost  can  be  eliminated  by 
printing  a  tear-off,  return  addressed  cover, 


stapling  the  booklet  closed,  and  placing 
address  labels  directly  on  the  tear-off. 

Copies  are  available  by  contacting  the 
Nevada  Medicaid  office  at  251  Jeanell, 
Capitol  Complex,  Carson  City,  Nevada  89710, 
telephone  (702)  885-4775. 


Melissa  Dyer  has  been  Assistant  Chief  of  the  Nevada 
Medicaid  program  for  ten  years.  She  received  her  B.A. 
from  the  Univeristy  of  Montana  and  is  a  doctoral  candidate 
in  social  psychology  at  the  University  of  Nevada,  Reno. 


NEVADA  MEDICAID 

Jul»  1980 

3391  -SM-I7/80 


EARLY  AND  PERIODIC  SCREENING, 
DIAGNOSIS  AND  TREATMENT 

EPSDT 

COVERED 

•  Screening  examination  (and  rescreeningl  once 
in  each  of  twelve  age  intervals:  0-1  month, 
2-3  months,  4-5  months,  6-1 1  months,  12-23 
months,  2-3  years,  4-5  years,  6-7  years,  8-10 
years,  11-14  years,  15-18  years,  and  19-20 
years. 

•  Immunizationsat  the  screening. 

•  Eye  exam  and  glasses  if  Screener  refers. 

•  Audiometry,  hearing  aid  and  batteries  if 
Screener  refers. 

•  A  dental  checkup  and  necessary  treatment. 

•  Diagnostic  services  for  which  Screener  refers. 

•  Transportation  to  and  from  screening,  diagnostic 
services  and  treatment. 

•  Assistance  with  making  medical  appointments. 
NOT  COVERED 

•  Screening  of  persons  21  years  old  and  over. 
AUTHORIZATION 

•  Screening  -  Recipient  contacts  local  State 
Welfare  District  Office  to  secure  SAMI-25. 

•  Eye  exam  -  Medical  Care  Section  issues  SAMI-3 
upon  receiving  SAMI-25  from  Screener. 

•  Audiometry  -  Medical  Care  Section  issues 
SAMI-6  upon  receiving  SAMI-25  from  Screener. 

•  Dental  care  -  local  State  Welfare  District 
Office  issues  SAMI-7  upon  request. 

•  Transportation  -  Recipient  contacts  local  State 
Welfare  District  Office  for  SAMI-8. 

BILLING 

•  Screener  sends  completed  SAMI-25  to  Medical 
Care  Section  in  Carson  City.  After  recording 
results.  MCS  will  forward  the  form  to  Nevada 
Blue  Shield  in  Reno. 

PAYMENT 

•  The  lower  of  usual  charge  or  the  following 
maximums  for  the  required  screening  package, 
to  include  all  necessary  immunizations  and  lab 
work: 

509006  -  Initial  screening       $41 .36 

509007  -  Periodic  rescreening  37.60 

•  Incomplete  screenings  are  reimbursed  at 
reduced  rates. 
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THE  HOSPITAL  PATIENT  REPRESENTATIVE: 
A  NEW  SERVICE 


by  ALEXANDRA  GEKAS 

Introduction 

This  article  describes  patient  representative 
programs  (PRP)  in  today's  hospitals,  why 
these  programs  developed,  how  they  function, 
and  how  they  can  benefit  patients  and 
hospitals. 

Patient  representative  programs  have  arisen 
to  answer  both  patient  and  hospital  needs. 
Much  has  been  written  regarding  the 
increased  size,  complexity,  and  technology 
within  today's  health  care  system.  It  has  often 
been  said  that  these  factors  have  led  to  the 
depersonalization  of  care  provided  within 
health  care  institutions.  Today's  hospital 
system  is  designed  to  deal  quickly  and 
efficiently  with  saving  life,  alleviating  pain,  and 
curing  disease.  Yet,  many  patients  may  have 
difficulty  understanding  the  hospital's  unique 
traditions,  procedures,  and  mystiques,  some- 
times leaving  the  patient-consumer  with  a 
feeling  of  alienation  from  the  provider,  and 
increasing  the  separation  between  hospitals 
and  the  people  and  communities  they  serve. 

The  development  of  patient  representative 
programs  in  hospitals  has  been  one  way  in 
which  the  industry  has  attempted  to  respond  to 
patients'  needs  for  explanations  of  hospital 
policies,  and  to  give  attention  to  problems 
stemming  from  patients'  lack  of  knowledge 
about  hospital  activities  that  involve  them.  The 
patient  representative's  primary  responsibility, 
therefore,  is  to  provide  a  liaison  between 
patients  and  the  health  care  system  serving 
them. 

For  example,  in  several  hospitals,  the  patient 
representative  worked  closely  with  the  food 
service  department  to  provide  smaller  noon- 
day meals  when  patients  complained  that  they 
were  receiving  too  much  food— even  when 
they   omitted    making   all   the  requested 


selections.  Not  only  were  the  patients  more 
satisfied,  but  the  hospitals  were  able  to  realize 
annual  savings  in  excess  of  $20,000. 

Many  hospitals  with  a  patient  representative 
program  consider  it  to  be  a  necessary  part  of 
improving  patient  care.  Since  1975,  there  has 
been  over  a  100  percent  increase  in  the  number 
of  patient  representative  programs  in 
hospitals.  Some  966  hospitals  in  19751 
reported  that  personnel  are  provided  through 
whom  patients  and  staff  can  seek  solutions  to 
problems  affecting  the  delivery  of  care  and 
services.  In  1979, 2  some  2,011  hospitals 
reported  patient  representative  staff.  This 
latter  figure  represents  32  percent  of  U.S. 
hospitals.  Interestingly  enough,  the  larger  the 
hospital,  the  more  likely  there  will  be  a  patient 
representative  program. 

Figure  1,  at  the  end  of  this  article,  derived 
from  the  American  Hospital  Association's  1 979 
annual  survey,  shows  that  over  65  percent  of 
hospitals  with  500  beds  or  more  provide 
patient  representative  services,  and  that  the 
percent  of  hospitals  providing  patient 
representative  services  increases  as  the  size  of 
the  hospital  increases. 

Patient  Representative  Program  Types 

In  1976,  the  American  Hospital  Association, 
in  cooperation  with  a  doctoral  candidate, 
conducted  an  indepth  study  of  existing  patient 
representative  programs.  Individuals 
responsible  for  the  patient  representative 
function  were  queried  regarding  28  activities 
that  were  believed  to  be  carried  out  as  part  of 
the  patient  representative  function.  These 
individuals  were  asked  to  indicate  if  they 
performed  such  activities  "very  often,"  "fairly 
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often,"  "seldom  or  never."  From  this  study  AHA 
concluded  that  most  hospital  patient  repre- 
sentative programs  fall  into  at  least  one  of 
three  major  groups: 

1.  Programs  providing  personal  and  com- 
fort services  to  patients  and  families— In 
the  formative  or  initial  stages  of  a  pro- 
gram, emphasis  is  frequently  placed  on 
alleviating  patient  fear  and  anxiety 
caused  by  pain,  illness,  loneliness,  being 
separated  from  relatives  and  friends,  and 
the  fact  of  hospitalization.  Problems  and 
concerns  uncovered  in  the  course  of 
meeting  with  patients/families  are 
referred  to  appropriate  hospital  staff. 

2.  Programs  providing  problem  solving 
services— In  a  program  where  problem 
solving  is  the  primary  emphasis,  patient 
representatives  make  referrals  to  other 
needed  nonmedical  services  or  provide 
direct  help  in  solving  problems  by  acting 
as  a  patient/family  advocate.  In  addition, 
this  type  of  program  attempts  to  identify 
patterns  of  system  failure,  in  order  to 
recommend  changes  in  hospital  policies 
and  procedures. 

3.  Programs  providing  complaint  mech- 
anism services— In  addition  to  provid- 
ing the  services  described  above,  this 
type  of  program  focuses  primarily  on 
facilitating  the  hospital's  formal 
complaint  mechanism  and  functions  as 
part  of  the  hospital's  risk  management 
program.3  Patient  representatives  in  this 
type  of  program  watch  for  occurrences 
that  may  lead  to  claims  against  the 
hospital  and  its  staff,  intervening  early  on 
so  patients  will  feel  that  someone  is 
interested  in  their  problems.  Frequently, 
a  clear  explanation  of  the  occurrence  is 
what  the  patient  or  family  is  really  seeking 
—not  legal  action. 

While  patient  representative  programs  can 
be  categorized  into  these  general  groupings, 
all  have  a  certain  common  goal  and  objective: 
improving  the  delivery  of  care  and  services  to 
patients.  Therefore,  AHA  views  these  three 
groupings  as  a  continuum,  rather  than  as 
distinct  and  separate  types  of  programs. 

According  to  the  AHA  survey,  the  patient 
representative  program  is  most  frequently  (77 
percent)  placed  within  the  organizational 
structure  in  an  administrative  staff  position. 


This  enables  this  representative  to  cross 
departmental  lines,  when  necessary,  to 
facilitate  problem  solving  on  behalf  of  both 
the  patient  and  the  institution.  Hospitals,  of 
course,  make  this  decision  based  on  their  own 
particular  organizational  structure.  Addi- 
tionally, the  patient  representative  must  have  a 
clear  understanding  of  the  scope  and 
responsibilities  of  the  various  departments 
within  the  institution  so  that  appropriate 
referrals  can  be  made.  Ideally,  AHA  found  the 
individual  selected  to  operate  the  patient 
representative  program  should  be  a  generalist 
who  has  the  ability  to  analyze  a  problem, 
without  reflecting  the  bias  of  a  particular 
discipline  or  profession.  In  addition,  the 
hospital  patient  representative  serves  as  a 
communicator,  listener,  liaison,  and 
sometimes  ombudsman,  between  patients  and 
hospital  staff. 

A  patient  representative's  personal  qualities 
should  include:  ability  to  relate  to  patients  and 
staff  on  all  levels;  self  motivation;  objectivity; 
good  judgment;  empathy;  tact;  flexibility; 
tenacity;  sense  of  humor;  and,  ability  to  cope 
with  stress  and  pressure.  In  addition,  this 
individual  should  understand  the  health  care 
system  and  have  education  or  experience  in 
the  following  areas:  human  relations;  com- 
munications; supervision;  management;  con- 
flict negotiation;  and,  medical  terminology. 

Recommended  PRP  Elements 

Just  as  each  hospital  is  somewhat  different, 
so  is  each  patient  representative  program. 
Several  elements  which  generally  become  part 
of  all  patient  representative  programs  as  they 
develop  are  described  below.  For  maximum 
benefit  to  both  patients  and  hospitals,  AHA's 
study  indicates,  the  majority  of  these  elements 
should  become  part  of  a  patient  representative 
program. 

Such  programs  should: 

Investigate  and  direct  inquiries  and 
complaints  to  appropriate  hospital  staff  and 
act  as  an  intermediary  to  hospital  administra- 
tion on  behalf  of  patients  and  their  families. 
Problems,  questions,  or  complaints  should  be 
handled  at  the  lowest  organizational  level 
possible,  in  the  simplest  and  most  direct  way 
appropriate  to  the  situation.  There  are  times, 
however,  when  it  is  necessary  for  the  patient 
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representative  to  respond  to  patients  and  their 
families.  In  such  instances,  the  patient 
representative  will  research  the  problem, 
respond  to  the  patient/family,  and  followup 
with  the  patient/family  depending  on  the 
nature  of  the  problem. 

Function  as  part  of  the  mechanism  for 
investigating  patient  care  complaints  that  may 
involve  the  hospital  or  medical  staff.  In  order  to 
effectively  identify  patterns  of  complaints,  as 
well  as  to  facilitate  the  hospital's  response  and 
followup  to  such  problems,  this  process 
should  be  centralized.  That  is,  all  complaints 
should  be  channeled  through  a  single  office  or 
individual. 

Assist  in  referring  patients  to  appropriate 
services  and  resources  or  respond  when  other 
alternatives  are  not  available.  Frequently, 
patients  and  staff  are  not  certain  of  the 
resources  available  inside  and  outside  an 
institution.  Here,  the  patient  representative 
can  help  by  referring  the  patient  orfamily  to  an 
available  service  in  the  institution  or 
community,  such  as  the  chaplaincy  program, 
social  work  department,  discharge  planning, 
or  by  providing  information  about  community 
or  other  services  available  to  the  public. 

Collect  data  and  channel  information  about 
patient  care  problems  to  appropriate  depart- 
ments and  services  in  order  to  make 
recommendations  for  changes  in  hospital 
procedures  and  policies.  While  the  primary 
responsibility  of  the  patient  representative  is  to 
respond  to  individual  patients,  it  is  important  to 
identify  patient  care  patterns  that  may  require 
hospital  corrective  action.  The  focus  of  this 
activity  should  be  to  improve  systems  affecting 
the  delivery  of  quality  care  and  requires  good 
working  relationships  between  hospital 
departments  and  services. 

Attempt  to  evaluate  the  level  of  patient 
satisfaction  with  the  hospital  experience.  In 
carrying  out  the  responsibilities  of  the  patient 
representative  program,  the  representative 
receives  much  information  that  can  serve  as  an 
indicator  of  the  level  of  patient  satisfaction 
with  the  institution.  This  information  can  be 
obtained  in  addition  to  the  customary  opinion 
questionnaires  sometimes  mailed  to  patients 
after  discharge.  In  many  patient  representative 
programs,  a  random  selection  of  patients  is 
interviewed,   in  addition  to  the  inquiries 


generated  by  those  who  voice  specific 
concerns  or  problems. 

Promote  the  establishment  and  main- 
tenance of  meaningful  relationships  with 
hospital  personnel  in  order  to  enhance 
delivery  of  health  care.  The  climate  the  patient 
representative  is  able  to  create  and  maintain  is 
a  determining  factor  in  the  program's  success, 
and  will  facilitate  problem  solving  at  all  levels 
within  the  institution. 

Sensitize  health  care  professionals  to  the 
need  to  humanize  patients'  hospital 
experience  through  new  employee  orientation 
as  well  as  through  ongoing  training  programs. 
Hospital  employees  should  have  an 
understanding  of  how  to  utilize  the  patient 
representative  program;  in  fact,  in  many 
programs,  staff  are  often  the  largest  source  of 
referrals.  Also,  as  the  patient  representative 
identifies  problems,  he/she  should  work  with 
the  hospital's  training  and  education  staff  to 
enhance  existing  training  programs. 

Encourage  understanding  and  adherence 
by  both  staff  and  patients  to  the  hospital's 
philosophy  on  patients'  rights  and  responsi- 
bilities. Frequently,  the  patient  representative 
identifies  problems  and  concerns  that  relate  to 
patients'  rights  and  responsibilities.  Informa- 
tion on  prevailing  laws  and  customs  is  useful  to 
the  patient  representative  in  carrying  out  this 
responsibility.  Requests  for  information  about 
medical  care  or  for  access  to  the  medical 
record  are  examples  of  typical  patient 
concerns. 

Participate  in  assessment  of  response  to 
incidents  that,  if  not  properly  responded  to, 
could  provoke  a  serious  controversy  or  legal 
problem.  Since  an  occurrence  that  may  seem 
mi  nor  at  first  could  become  serious,  the  patient 
representative  needs  to  be  sensitive  to  the  real 
basis  of  patients'  complaints.  In  working  out 
one  problem,  for  example,  the  patient 
representative  may  become  aware  of  another 
problem  that  has  not  been  properly 
documented  or  addressed. 

Participate  in  the  hospital's  risk  manage- 
ment program.  This  element  is  a  more  formal 
approach  to  the  assessment  of  responses  to 
incidents  discussed  above.  More  and  more 
hospitals  are  developing  formal  risk  manage- 
ment programs  that  include,  as  one 
component,    participation   by  the  patient 
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representative.  Since  the  patient  representa- 
tive has  had  contact  with  the  patient  or  family, 
he/she  is  in  a  position  to  assess  the  patient's 
view  of  the  incident  and  to  assist  the  institu- 
tion in  determining  the  problem's  final  disposi- 
tion. This  is  the  most  recent  development  in  the 
growth  of  the  patient  representative  program 
and  is  carried  out  in  some  programs  in  addition 
to  the  other  elements  we  have  discussed. 

How  to  Set  Up  a  PRP:  Once  the  hospital's 
governing  board  and  administration  have 
determined  the  scope  of  the  patient  repre- 
sentative program  and  a  patient  representative 
has  been  selected,  it  is  advisable  to  pause  to 
organize  the  program  effectively  before 
extending  services  to  patients. 

The  patient  representative  should  become 
familiar  with  the  cultural  and  ethnic  charac- 
teristics of  the  patient  population  and  with  all 
hospital  policies  and  procedures  and  their 
rationale.  The  patient  representative  can 
benefit  from  spending  time  in  each  depart- 
ment to  learn  its  services,  and  to  gain  an 
understanding  of  how  it  interacts  with  other 
departments  and  with  patients.  The  patient 
representative  might  also  follow  patients 
through  the  hospital  experience  to  see  how  the 
system  functions  in  reality. 


solving  mechanism.  The  patient  representa- 
tive program  allows  more  effective  utilization 
of  both  administrative  and  professional  staff, 
by  reducing  the  number  of  people  to  whom  the 
patient  must  explain  problems,  complaints  or 
requests  for  service,  and  by  handling  special 
situations  for  which  no  system  or  procedure 
has  been  previously  established.  When  used 
effectively,  the  patient  representative  can  be  a 
valuable  tool  in  meeting  specific  needs  of 
hospitalized  patients  and  improving  the 
hospital's  reputation  in  the  community. 

For  additional  information  concerning  such 
programs,  contact  the  Society  of  Patient 
Representatives  of  the  American  Hospital 
Association,  840  North  Lake  Shore  Drive, 
Chicago,  Illinois  60611,  or  call  312-280-6424. 


Alexandra  Gekas  is  director  of  the  Society  of 
Patient  Repesentatives,  an  affiliated  society  of  the 
American  Hospital  Association,  and  is  also  a  staff 
specialist  in  the  Division  of  Professional  Support 
Services  at  AHA  with  responsibility  for  hospital 
patients'  rights  issues.  Ms.  Gekas  has  a  B.S.  degree 
in  Humanities  from  Loyola  University,  Chicago,  and 
has  completed  her  course  work  at  Loyola  University 
for  a  graduate  degree  in  Industrial  Relations. 


Summary 

While  the  basic  goals  and  objectives  of 
patient  representative  programs  are  similar, 
the  approaches  to  achieving  them  are  as  varied 
as  the  hospitals  in  which  patient  representa- 
tives work.  It  is  appropriate  that  patient  repre- 
sentative programs  be  organized  to  meet 
patient  needs  and  to  reflect  the  uniqueness  of 
the  institution  itself.  Patients  must  have  access 
to  a  workable,   nonbureaucratic  problem 


NOTES: 

1.  Hospital  Statistics  1976  Edition,  American  Hospital 
Association  1975  Annual  Survey,  Table  12A,  p.  195. 

2.  Hospital  Statistics  1980  Edition,  American  Hospital 
Association  1979  Annual  Survey,  Table  12A,  p.  198. 

3.  Risk  Management  is  defined  as  the  identification,  evalu- 
ation, and  treatment  of  the  risk  of  financial  loss.  For 
hospitals,  such  risk  includes  injury  to  patients, 
employees,  staff,  and  visitors;  property  damage;  loss  of 
income;  and  much  more. 


18 


Perspectives  on  Medicaid  and  Medicare  Management 
February  1981 


FIGURE  1:  Patient  Representative  Services 
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PROVIDER  EDUCATION  IN  MEDICARE  —  THE  OREGON 
BLUE  CROSS  EXPERIENCE 


by  VICKIE  HOLT-LONG,  R.R.A. 

Background 

Blue  Cross  of  Oregon  is  the  fiscal  inter- 
mediary for  the  Medicare  program  in  Oregon. 
Under  contract  to  Medicare,  Blue  Cross  of 
Oregon  processes  and  pays  all  claims  under 
Medicare  Part  A,  which  provides  hospital 
insurance  for  beneficiaries.  Blue  Cross  of 
Oregon  processes  approximately  370,000 
claims  annually,  and  naturally  is  concerned 
with  maintaining  an  efficient  system.  Main- 
taining claims  processing  efficiency  is  largely 
contingent  on  providers  submitting  correct 
and  complete  billing  information.  Because  of 
this  concern,  we  have  been  involved  in 
provider  education  and  communication  since 
the  inception  of  the  Medicare  program  in  1966. 
One  of  our  departments  most  actively  involved 
in  this  area  is  the  Provider  and  Professional 
Relations  Department. 

Some  of  the  specific  areas  Blue  Cross  of 
Oregon  addresses  are: 

•  Educating  providers'  staff  in  Medicare 
admitting  and  billing  procedures; 

•  Monitoring  individual  provider  Medicare 
error  reports  and  rates; 

•  Communicating  to  providers  new  and/or 
established  Medicare  policies  either  orally 
or  in  writing;  and 

•  Visiting  providers  for  indoctrination  or 
problem  solving. 

This  article  describes  one  method  we  use  to 
carry  out  provider  education.  We  believe  this 
method  is  cost  effective  for  both  the 
intermediary  and  the  provider.  In  September 
1979,  Blue  Cross  of  Oregon  distributed  the 
Hospital  Independent  Study  Module  on 
Medicare  Admitting  and  Billing  to  the  hospitals 
for  which  it  is  intermediary.  This  module  is  a 
complete,  self  instructional  package  which 
hospitals  can  use  to  train  new  billing  or 


admitting  clerks,  or  both,  or  refresh  the  skills  of 
experienced  employees. 

The  Problem 

We  developed  this  module  in  an  attempt  to 
solve  several  recurring  problems.  First,  staff 
turnover  in  hospital  admitting  and  billing 
departments  was,  and  continues  to  be, 
relatively  high.  This  means  that  new  hospital 
staff  must  constantly  be  trained  to  properly 
complete  the  necessary  procedures  and  forms 
for  billing  the  intermediary.  In  the  past,  most  of 
this  training  was  done  by  hospital  supervisors, 
other  employees,  or  through  individual 
workshops  conducted  by  the  Blue  Cross  of 
Oregon  Provider  and  Professional  Relations 
Department.  Needless  to  say,  this  type  of 
training  is  expensive  because  it  involves  the 
personnel  costs  of  two  or  more  hospital  staff 
for  an  indeterminate  length  of  time.  Becauseof 
costs  and  the  added  pressure  of  an  increasing 
backlog  of  day  to  day  work,  hospitals  cut  their 
training  and  orientation  for  their  new  staff  to  a 
minimum.  This  often  presented  difficulties  for 
the  new  employee,  who  was  not  immediately 
able  to  grasp  the  complex  Medicare  billing 
procedures.  We  also  feel  that  an  effective 
hospital  employee  needs  to  have  a  general 
understanding  of  the  Medicare  program,  as 
well  as  specific  knowledge  in  filling  out  the 
various  HCFA  forms  necessary  for  proper 
billing. 

Insufficiently  trained  hospital  staff  was  also 
reflected  by  Medicare  error  rates.  Medicare 
error  rates  indicate  the  percentage  of  errors  to 
the  volume  of  claims  submitted  by  each 
provider.  These  are  broken  down,  item  by  item, 
for  each  block  of  the  billing  form. 

Increasing  costs  are  a  problem  for  all  of  us; 
Blue  Cross  of  Oregon  was  faced  with  the 
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challenge  of  providing  necessary  workshops 
and  training  sessions  for  individual  hospitals, 
and  staying  within  its  allocated  training 
budget.  We  found  it  financially  impossible  to 
visit  each  hospital  every  time  a  new  staff 
member  was  added  to  its  admitting  or  billing 
department.  Blue  Cross  holds  regional  work- 
shops on  an  annual  or  semiannual  basis,  but 
hospital  employees  still  need  interim  training 
to  enable  them  to  function  effectively  on  the 
job  until  the  time  of  a  scheduled  workshop. 
This  interim  training  became  the  responsi- 
bility of  the  hospital,  and  caused  problems  for 
the  facility  in  meeting  the  demands  of  its  daily 
workload.  In  response  to  these  problems,  the 
independent  study  module  concept  was 
developed. 

The  Educational  Concept 

Independent  study,  individualized  learning, 
programmed  learning  and  self  instruction  are 
all  names  for  the  same  educational  concept.  As 
the  educational  system  in  the  United  States 
has  moved  away  from  the  traditional 
classroom/teacher  concept  and  into  flexible, 
innovative  instructional  techniques,  the  use  of 
independent  study  has  become  accepted  and 
widespread.  In  addition  to  the  obvious  benefit 
that  learning  or  education  can  occur  outside 
the  classroom,  the  concept  of  independent 
study  provides  the  following  benefits: 

•  Students/employees  are  allowed  to  work 
at  their  own  pace. 

•  The  learning  package  can  be  completely 
individualized  with  the  employee  utilizing 
only  portions  of  the  package. 

•  If  the  package  is  properly  designed,  little 
or  no  involvement  is  necessary  from 
another  person,  e.g.,  supervisor,  etc. 

•  Instruction  can  take  place  at  any  time,  and 
the  employee  does  not  have  to  wait  for  a 
regularly  scheduled  class.  This  produces 
an  effective  employee  more  rapidly. 

•  Practice  exercises  and  testing  can  be 
integrated  into  the  package  allowing  the 
employee  to  evaluate  his/her  own  com- 
prehension. 

•  Many  people  find  this  educational  techni- 
que less  threatening  than  traditional 
methods  because  they  are  competing  only 
with  themselves. 


Independent  study  has  been  found  to  be  a 
sound  educational  concept  that  is  now  widely 
used  in  colleges  and  universities  throughout 
the  country.  Relying  on  the  benefits  of  this 
study  concept,  we  developed  it  for  our  own 
use. 

The  Independent  Study  Module 

The  Hospital  Independent  Study  Module  on 
Medicare  Admitting  and  Billing  is  divided  into 
seven  sections:  (|)  General  Information 
Regarding  the  Medicare  Program;  II)  Medicare 
Admitting  Procedures;  III)  Report  of  Eligibility; 
IV)  Inpatient  Billing  Procedures;  V)  Outpatient 
Billing  Procedures;  VI)  Special  Billing 
Instructions;  and,  VII)  Remittance  Advice 
Notice  (Voucher).  It  is  a  complete  package 
containing  all  the  forms  and  information  the 
hospital  employee  needs  to  complete  the 
module's  projects  and  activities.  We 
emphasize  that  the  module  is  notan  attempted 
rewrite  of  the  Health  Insurance  Manual, 
through  which  HCFA  provides  Medicare 
instruction  regarding  procedures  and  forms. 
The  module  complements  the  HIM.  For  more 
detailed  instruction  or  for  special  or  unusual 
situations,  the  module  refers  to  the  HIM.  These 
references  not  only  provide  additional 
information,  but  also  familiarize  the  student 
with  the  HIM's  contents  and  teaches  him/her 
how  to  use  it  as  a  reference. 

The  main  body  of  the  Hospital  Independent 
Study  Module  on  Medicare  Admitting  and 
Billing  is  preceded  by  the  module  overview 
section  which  introduces  the  concept  of 
individual  learning  and  lists  the  general  goals 
and  specific  behavioral  objectives  of  the 
module.  It  also  advises  the  student  that  the 
estimated  time  for  completion  of  the  module  is 
four  hours,  so  that  an  uninterrupted  block  of 
time  can  be  planned. 

The  goals  of  the  module  are: 

"To  enable  the  hospital  to  train  new 
personnel  in  Medicare  admitting  and  billing 
procedures. 

To  enable  the  hospital  to  periodically 
update  and  evaluate  the  skills  of  seasoned 
employees  in  Medicare  admitting  and 
billing  procedures. 

To  acquaint  the  hospital  staff  with  the 
benefits  available  through  the  Medicare 
program. 
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To  provide  a  reference  for  hospital 
employees  in  Medicare  admitting  and 
billing  procedures  which  is  convenient  and 
easy  to  understand." 

Objectives:  At  the  completion  of  this 
module,  the  employee  will  be  able  to:  list  the 
benefits  available  under  Part  A  and  Part  B  of 
the  Medicare  program;  accurately  complete 
the  admission  portion  of  the  HCFA-1453  form: 
understand  the  content  and  importance  of  the 
Report  of  Eligibility  (ROE);  accurately 
complete  the  billing  portion  of  the  HCFA-1453 
(Inpatient  Claim);  accurately  complete  a 
billing  for  outpatient  services  using  the  HCFA- 
1483  claim  form;  correct  errors  on  Medicare 
claim  forms  using  acceptable  methods  of 
correction;  be  familiar  with  the  Hospital 
Insurance  Manual  and  utilize  this  reference  for 
additional  instructions;  and,  understand  and 
be  able  to  use  the  various  management  reports 
generated  by  the  Model  A  automated  claims 
processing  system.  The  Model  A  system, 
developed  and  maintained  by  the  Blue 
Cross/Blue  Shield  Associations,  replaces 
much  of  the  manual  handling  and  processing 
of  claims  and  is  designed  to  provide  rapid 
claims  processing  and  reimbursement.  The 
various  management  reports  mentioned  in  the 
module  are  produced  by  the  Model  A  system. 

The  seven  sections  of  the  module  are 
described  below: 

Section  I:  General  Information  Regarding 
the  Medicare  Progam:  This  section  presents 
general  information  on  the  Medicare  program, 
including  a  summary  of  the  benefits  available 
under  both  Parts  A  and  B.  It  is  important  for 
hospital  personnel  to  be  familiar  with  the  entire 
Medicare  program,  since  this  gives  them  a 
better  understanding  of  the  program,  and 
enables  them  to  answer  questions  for 
Medicare  beneficiaries  and  their  families. 
Section  I  also  contains  a  listing  of  the  current 
deductible  and  coinsurance  amounts.  As  these 
amounts  change,  we  disseminate  a  new 
module  page  to  replace  the  old  one.  The  final 
page  of  Section  I  describes  the  HIM-10  and 
instructs  the  student  to  get  a  copy  before 
continuing  with  the  module. 

Section  II:  Medicare  Admitting  Procedures: 

This  section  concerns  Medicare  admitting 
procedures,  and  how  to  properly  enter 
information  on  the  HCFA-1453,  the  hospital 


claim  form.  There  are  two  types  of  instructions 
for  completing  the  admission  portion  of  the 
HCFA-1453.  First,  general  instructions  are 
given  regarding  when  to  submit  an  admission 
notice;  how  to  verify  that  the  patient  is  a 
Medicare  beneficiary;  what  to  do  if  he/she 
does  not  have  a  Medicare  card;  how  to  make 
corrections,  etc.  Second,  a  block  by  block 
description  of  the  admission  notice  is  given 
wth  specific  instructions  for  completion  of 
each  item.  In  the  instructions,  we  give  more 
detail  than  simply  what  information  belongs  in 
the  block.  We  also  share  any  practical  tips, 
words  of  caution,  or  helpful  hints  we've  gained 
from  experience.  A  picture  of  each  block  of  the 
form  is  shown  just  after  the  description  (See 
Figure  1). 

Section  II  also  contains  a  sample  Medicare 
card  describing  its  content,  and  a  sample  of  the 
admission  copy  of  HCFA-1453.  Section  II 
contains  the  first  practice  exercises  that  the 
student  must  complete.  The  circumstances  of 
two  Medicare  admissions  are  given  on  a 
"Project  Sheet."  (See  Figure  2)  The  student  is 
then  asked  to  complete  an  admission  notice 
for  each  patient  using  blank  HCFA-1453  forms 
included  in  the  module  package.  At  the  back  of 
the  module  there  are  "keys"  of  correct 
answers,  so  that  the  student  can  check  the 
accuracy  of  his/her  work.  The  two  example 
cases  which  are  used  for  this  first  project  will 
be  followed  through  the  entire  module.  The 
student  will  later  complete  a  billing  for  these 
same  patients,  and  when  the  management 
reports  are  discussed,  these  patients  will  again 
appear  as  examples. 

Section  III:  Report  of  Eligibility  (ROE):  This 
section  discusses  the  "Report  of  Eligibility"  or 
"Reply  to  Notice  of  Admission"  which  is  trans- 
mitted by  Blue  Cross  of  Oregon  to  the  hospital 
upon  receipt  of  the  admission  notice.  An 
example  of  an  eligibility  report  isshown,  with  a 
description  of  each  specific  item.  In  addition,  a 
complete  descriptive  key  of  each  of  the  dis- 
position codes  is  given.  Section  III  also 
describes  what  to  do  if  an  ROE  is  incorrect,  and 
reminds  the  student  that  a  correct  "approval" 
ROE  must  be  obtained  by  the  hospital  before  a 
bill  can  be  submitted  to  Blue  Cross  of  Oregon. 

Section  IV:  Inpatient  Billing  Procedures:  This 
section  presents  instructions  for  inpatient 
billing  procedures  on  the  HCFA-1453.  As  in 
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Section  II:  Medicare  Admitting  Procedures, 
both  general  and  specific  instructions  are 
given.  A  picture  of  each  block  of  the  HCFA- 
1453  is  reproduced  and  discussed.  Where  we 
perceived  the  billing  instructions  to  be 
complex,  examples  are  given  to  demonstrate 
the  correct  method.  In  this  section,  the  student 
is  again  given  practice  exercises  to  complete. 
These  are  a  continuation  of  the  two  cases 
started  in  Section  II.  The  module  contains 
correct,  approved  ROE's  for  these  two 
patients,  as  well  as  an  itemized  statement  and 
PSRO  certification.  The  student  is  then 
instructed  to  complete  a  billing,  using  HCFA- 
1453,  and  to  check  his/her  work  with  the  key  in 
the  back  of  the  module. 

Section  IV  also  discusses  the  management 
reports  dealing  specifically  with  inpatient 
claims  generated  by  the  Model  A  system.  The 
Open  Item  Inventory  Aging  Report  is  a 
monthly  update  on  the  status  and  disposition 
of  all  admissions  not  closed  out  by  discharge 
billings  that  have  been  in  the  Model  A  system 
for  at  least  30  days.  An  example  of  this  report  is 
included.  The  example  includes  the  two 
patients  used  for  the  practice  exercises  to 
demonstrate  how  these  patients  would  show 
up  on  the  management  reports.  The  other 
report  discussed  in  this  section  is  the  Work-In- 
Process  (WIP)  Aging  Report  which  lists  any 
inpatient  claims  that  the  Model  A  system  has 
been  unable  to  process  to  completion  for  at 
least  30  days.  The  report  is  described  and  an 
example  shown  including  the  "case  study" 
patients.  Status  codes  used  on  the  WIP  Aging 
Reports  are  defined  for  the  employee.  The 
module  not  only  describes  the  content  of  these 
reports,  but  also  describes  how  they  are  to  be 
used  by  the  hospital. 

Section  V:  Outpatient  Billing  Procedures: 

This  section  discusses  Part  B  (outpatient) 
billing  procedures  using  the  HCFA-1483.  A 
block  by  block  description  of  the  form  is  given 
with  a  reproduction  of  the  block  as  it  is 
discussed.  Exhibits  in  this  section  include  the 
HCFA-1483  and  additional  forms  which  would 
sometimes  accompany  an  outpatient  billing 
(such  as  the  Physical  Therapy  Medical 
Information  Form  and  the  Ambulance 
Information  Form).  The  final  portion  of  Section 
V  describes  and  shows  examples  of  the 
management  reports  generated  for  outpatient 


claims.  These  are  the  Outpatient  Work-In- 
Process  (WIP)  Aging  Report  and  the  Out- 
patient Rejection  Listing. 

Section  VI:  Special  Billing  Instructions:  This 
section  covers  special  billing  instructions.  We 
add  to  it  as  new  or  special  situations  occur.  It 
currently  includes  instructions  for: 

—  Billing  for  physician  component 

—  Claim  adjustments  or  corrections 

—  Billing  for  a  "No-Pay"  Claim 

—  Outpatient  Surgery 

—  One  day  stays 

—  Late  Discharge  billing 

—  Durable   Medical  Equipment- 
Purchase  &  Rental 

Section  VII:  Remittance  Advice  Notice 
(Voucher):  The  final  section  of  the  module 
discusses  the  Remittance  Advice  Notice 
(Voucher)  which  is  sent  to  the  facility  listing 
submitted  claims  that  were  approved  and 
processed  for  payment,  including  any  claim 
that  was  applied  to  the  Part  B  deductible.  (See 
Table  1)  The  notices  are  described  and  the 
student  is  told  how  to  use  them.  Examples  are 
shown  of  a  Summary  Remittance  Advice,  a 
Part  A  Remittance  Advice  and  a  Part  B 
Remittance  Advice  Notice. 

Other  Material  Included  in  the  Module:  The 

module  also  includes  an  appendix  with 
definitions  of  some  commonly  used  Medicare 
terms.  Reference  to  this  appendix  is  made 
throughout  the  module  so  that  the  student  can 
look  up  unfamiliar  terms.  Following  the 
Appendix,  a  Post  Test  comprised  of  25 
questions  is  included  for  evaluation  of  the 
understanding  of  the  material  presented  in 
the  module.  The  test  contains  10  multiple 
choice  questions  and  15  True/False  questions. 
A  key  to  the  Post  Test  gives  the  page  number 
for  the  module  page  where  the  topic  of  the 
question  is  discussed.  Following  the  key  to  the 
Post  Test  are  the  keys  to  the  practice  exercises 
and  blank  HCFA-1453and  HCFA-1483  forms. 

Benefits  to  Patient,  Provider, 
Intermediary 

We  believe  that  the  Hospital  Independent 
Study  Module  on  Medicare  Admitting  and 
Billing  provides  many  benefits.  The  most 
important,  of  course,  is  the  direct  benefit  to  the 
patient  or  beneficiary.  After  completion  of  the 
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module,  hospital  admitting/billing  clerks 
should  be  knowledgeable  in  all  aspects  of  the 
Medicare  program.  They  should  be  able  to 
answer  questions  for  the  beneficiary,  or  direct 
them  to  the  proper  information  source.  The 
hospital  will  also  be  able  to  submit  more 
accurate  Medicare  admission  notices  and 
billings.  Accurate  submission  of  the  admitting 
notices  will  allow  the  Medicare  beneficiary  to 
know,  on  a  more  timely  basis,  if  available  bene- 
fits have  nearly  or  have  already  been 
exhausted  so  other  arrangements  can  be  made 
for  payment. 

Benefits  to  the  hospital  and  the  inter- 
mediary are  obvious.  By  using  the 
independent  study  module  to  train  new 
personnel,  the  expense  of  on  the  job  training  is 
decreased  for  the  hospital.  The  new  employee 
also  becomes  effective  in  his/her  job  more 
rapidly,  and  that  will  be  reflected  in  the 
facility's  Medicare  error  rates.  With  some 
modification,  the  step  by  step  process 
described  in  the  module  can  become  the 
hospital's  procedure  for  Medicare  admitting 
and  billing,  and  can  be  incorporated  into  their 
departmental  procedure  manual.  The 
problems  addressed  earlier  in  this  article 
regarding  training  have  been  alleviated.  Blue 
Cross  of  Oregon  now  has  a  method  for  training 
new  hospital  employees  which  does  not 
require  a  personal  onsite  visit.  This  not  only 
cuts  intermediary  personnel  costs,  but  also 
travel  expenses  and  allows  the  focus  of  the 
annual  hospital  workshops  conducted  by  Blue 


Cross  to  change  from  basic  instructions  to 
more  detailed  focused  discussion  of  particular 
problem  areas. 

Conclusion  and  Summary 

The  independent  study  concept  has  worked 
very  well  for  Blue  Cross  of  Oregon.  We  are 
currently  revising  the  hospital  module  so  that  it 
can  be  used  by  skilled  nursing  facility 
personnel.  Our  future  plans  are  to  develop  a 
module  for  home  health  agencies,  and  we  are 
also  considering  extending  our  concept  to  our 
private  Blue  Cross  of  Oregon  business,  as  a 
tool  fortraining  billing  personnel  in  physicians' 
and  dentists'  offices.  The  geographic  location 
of  these  private  offices  makes  onsite  indoctri- 
nation visits  by  Blue  Cross  of  Oregon  staff 
members  even  more  impractical,  and  thus 
increases  the  value  of  the  module. 

A  limited  number  of  the  module  is  available. 
If  you  have  questions,  please  contact: 

Blue  Cross  of  Oregon 

Provider  and  Professional  Relations 

Department 
100  Southwest  Market  Street 

(P.O.  Box  1271) 
Portland,  Oregon  97207 


Ms.  Holt-Long,  R.R.A.,  is  a  provider  service  representative 
in  the  Blue  Cross  of  Oregon  Provider  and  Professional 
Relations  Department.  Prior  to  that  she  was  Program 
Director/ Instructor  of  the  health  record  program  at 
Central  Oregon  Community  College  in  Bend,  OR. 
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FIGURE  1 


INFORMATION  SHEET  5  Continued 


B.     SPECIFIC  INSTRUCTIONS:    Blocks  1-16,  HCFA  1453,  Admission  Notice 


1.      Patient  Name,    Last  name  first.    Be  sure  to  include  patient's  middle 
initial  if  the  patient  has  one. 


1.  Patient's  last  name  I  First  name  I  Ml 


2.      Sex.    Be  sure  to  check  within  the  confines  of  the  square  provided. 


2.  Sex 

□  m  Qf 


3.      Health  Insurance  Claim  Number.    This  is  not  a  social  security  number. 
Copy  this  number  carefully  from  the  card.    Be  careful  not  to  trans- 
pose numbers.    If  the  patient  is  a  new  beneficiary  and  does  not  yet 
have  his  Medicare  card,  the  number  can  be  found  on  other  documents 
(See  HIM  10  Section  310.1  item  3  for  examples). 


3.  Health  insurance  claim  number 


4.  Patient' s  Address.  Give  patient's  complete  address,  including  zip 
code.  If  you  have  listed  a  nursing  care  facility  address  here  you 
must  have  an  entry  in  Block  12. 


4.  Patient's  address  (Street  number.  City,  State,  ZIP  Code) 


5.      Date  of  Birth:    You  must  use  a  six  digit  number  here.    Do  not  type 
in  the  abbreviated  month  (i.e.  Aug.).    If  the  patient's  actual  date 
of  birth  is  unavailable  you  may  complete  the  block  with  01-01-01. 


5.  Date  of  birth 

i  i 

 i  i 

<  ' 


Perspectives  on  Medicaid  and  Medicare  Management 
February  1981 


FIGURE  2 


PROJECT  SHEET  #1:    COMPLETION  OF  ADMISSION  NOTICE 


Instructions: 


You  will  find  a  summary  of  information  below  on  two  imaginary 
Medicare  patients.    Using  the  information,  as  summarized,  and 
the  copy  of  their  Medicare  card,  you  will  complete  an  admission 
notice  for  these  two  patients.    Blank  HCFA  1453  forms  are  included 
in  the  back  of  your  packet  for  use  in  completing  these  exercises. 
When  you  have  completed  the  forms,  compare  your  work  with  the 
correct  examples  at  the  back  of  the  packet.    If  you  have  entered 
any  information  incorrectly,  go  back  to  information  sheet  #5  and 
review  the  instructions  for  that  section  of  the  form.    After  you 
have  checked  your  work,  save  your  forms  because  you  will  use  them 
again  for  Project  #2. 


Exercise  I 


Health 

ft] 

Insurance 

SOCIAL     SECURITY  ACT 

NAME  OF  BENEFICIARY 

Ima  S.  Beneficiary 

CLAIM  NUMBER  SEX 

540-28-1 198HB  Female 

IS  ENTITLED  TO  EFFECTIVE  DATE 

Hospital  Insurance  7-1-77 

Medical  Insurance  7-1-77 


SIGN 
HERE 


Situation:        You  are  an  admitting/billing  clerk  at  Community  Hospital,  1800 
North  Street,  Portland,  Oregon  97202.    Community  Hospital's 
Medicare  Provider  number  is  38-1024.    Ima  S.  Beneficiary  is 
being  admitted  to  your  hospital  for  a  cholecystectomy  this 
afternoon,  August  3,  1979.    Mrs.  Beneficiary  has  been  referred 
to  the  hospital  from  her  physician's  office  and  her  physician, 
Ap  N.  Dectomy,  M.D.,  has  sent  along  some  admission  papers  and 
orders  which  indicate  that  Mrs.  Beneficiary  has  cholecystitis 
and  is  being  admitted  for  surgery.    Mrs.  Beneficiary's  birthday 
is  July  12,  1936  and  she  is  covered  by  Medicare  under  disability. 
Her  address  is:    1900  Green  Drive,  Portland,  Oregon  97202.  You 
have  called  the  medical  record  department  and  found  that 
Mrs.  Beneficiary  was  in  your  hospital  for  cholecysitis,  acute, 
just  a  month  ago.    The  medical  record  clerk  tells  you  that  her 
medical  record  number  is  89-15-21  and  she  was  admitted  on 
July  2  and  discharged  on  July  5,  1979.    Mrs.  Beneficiary  also 
informs  you  that  she  has  a  Blue  Cross  of  Oregon  group  policy 
through  her  husband's  employment.    Her  policy  number  is 
6101  (group)  510-21-8909  (agreement).    You  may  now  complete 
the  admission  notice  for  this  patient. 
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FIGURE  2 


-  Continued 


Project  Sheet  1  Continued 


Exercise  II: 


■  ■ 

  Health  W 

Insurance 

■ 

SOCIAL  SEC 

U  R  1  T  V  ACT 

NAME  OF  BENEFICIARY 

Millie  0.  Gram 

CLAIM  NUMBER 

SEX 

121-21-2121B 

Female 

IS  ENTITLED  TO 

EFFECTIVE  DATE 

Hospital  Insurance 

6/1/74 

Medical  Insurance 

6/1/74 

Situation:        You  are  an  admitting/billing  clerk  at  Community  Hospital, 
Portland,  Oregon,  97202.    The  hospital's  Medicare  provider 
number  is  38-1024.    Mrs.  Millie  0.  Gram  is  being  admitted  to 
your  facility,  through  the  hospital  emergency  room,  on  August  5, 
1979.    The  emergency  room  physician  has  given  you  the  diagnosis 
of  Congestive  Heart  Failure  (CHF)  with  a  possible  secondary 
diagnosis  of  Hypertension.    The  admitting  physician  is 
P.  Cillin,  M.D.    Mrs.  Gram's  birth  date  is  April  29,  1905  and 
she  is  covered  by  Medicare  and  Medicaid.    Her  medical  assistance 
number  is  092401.    She  has  given  you  the  following  address: 
7302  N.E.  132nd,  Portland,  Oregon  97202.    After  checking  with 
the  medical  record  department  you  find  that  this  patient  has 
never  been  in  Community  Hospital  before,  so  she  is  assigned  a 
new  medical  record  number:    65-59-01.    After  questioning 
Mrs.  Gram  further  she  tells  you  that  she  has  not  been  an 
inpatient  in  any  facility  for  several  years  now.    Using  the 
guidelines  on  Information  Sheet  #5,  complete  an  admission 
notice  for  this  patient. 
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ILLINOIS  RECIPIENT  UTILIZATION  REVIEW  PROGRAM 

by  MICHAEL  L  BERGER  and  KARYN  RANNEY 


Introduction 

This  effort  began  as  an  innovative  pilot 
project  in  Illinois  and  grew  into  a  successful 
approach  to  controlling  overuse  and  misuse  of 
Medicaid  funds  and  services.  In  previous 
efforts  to  identify  and  correct  Medicaid  over- 
utilization  and  misutilization,  many  States  had 
focused  their  attention  on  vendors  rendering 
the  services.  However,  after  reviewing  patterns 
of  misuse  in  Illinois,  the  Department  of  Public 
Aid,  Illinois'  single  State  agency,  set  out  to 
devise  a  method  to  control  misutilization  from 
all  potential  sources,  both  vendors  and 
recipients.  Therefore,  this  State's  Department 
of  Public  Aid,  through  the  Bureau  of  Program 
Integrity,  launched  a  pilot  project,  the 
Recipient  Utilization  Review  Program  (RURP), 
designed  to  monitor  and  restrict,  in  certain 
situations,  the  amount  of  medical  services 
used  by  Medicaid  recipients.  Through  the 
RURP  system  we  believed,  recipients  would 
learn  how  to  wisely  use  health  services  to  best 
meet  their  individual  needs  and  better  use  of 
program  funds  would  result. 

In  developing  our  program,  we  had  to  reach 
for  two  goals  that  are  not  necessarily  incom- 
patible: reducing  any  unnecessary  costs  in 
Medicaid  while  ensuring  that  recipients 
receive  optimum  quality  of  care. 

The  pilot  program  was  designed,  therefore, 
to  take  into  consideration  the  varying  causes 
of  overutilization:  shopping  for  cures, 
duplicate  services,  and  drug  abuse,  etc.  At  the 
same  time,  we  sought  to  make  certain  that  no 
recipient  would  be  denied  medically  needed 
services.  We  started  modestly,  reviewing  76 
cases  in  October  1976.  In  March  1978,  after 
evaluating  the  pilot,  we  decided  to  implement 
the  project  on  an  ongoing  basis. 

As  of  June  1980,  over  10,000  cases,  repre- 
senting approximately  two  percent  of  the 


Medicaid  population,  have  been  reviewed  and 
appropriately  processed,  with  savings  to  the 
Medicaid  program  estimated  at  over  $26 
million. 

In  addition  to  program  savings,  recipients 
have  gained  through  active  counseling  and 
support  from  trained  professionals  and 
volunteers.  Such  counseling  seems  to  result  in 
the  recipients  showing  a  keener  awareness  of 
the  Medicaid  program,  and  a  more  thoughtful 
approach  to  using  available  health  services. 

Program  Planning 

The  purpose  of  the  program  is  to  identify  and 
reduce  the  overutilization  and  abuse  of 
Medicaid  services  in  the  State  of  Illinois. 

In  deciding  the  type  of  program  to  be 
instituted,  we  had  to  consider  the  nature  of 
recipient  abuses  found  in  the  Illinois  Medicaid 
program,  and  the  various  alternative 
approaches  available.  Four  different  options 
were  given  consideration. 

The  first  option  involved  reducing  or  elimi- 
nating the  optional  Medicaid  services  available 
to  the  recipient.  Although  this  approach  would 
have  substantially  reduced  Medicaid  costs,  it 
would  also  have  denied  many  recipients 
medical  items  considered  essential  for  proper 
medical  management. 

The  second  option  introduced  monthly 
program  service  limitations.  These  limits 
would  allow  non-abusers  to  continue  to 
receive  necessary  medical  care  without 
interruption,  while  at  the  same  time  elimi- 
nating the  "carte  blanche"  privileges  contri- 
buting to  overutilization.  However,  the 
management  complications  of  enforcing  these 
limitations,  and  establishing  a  special  approval 
system  for  legitimate  care  required  in  excess  of 
limits,  were  both  cumbersome  and  costly. 
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Implementation  of  a  copayment  system  was 
discussed  as  a  third  option.  By  making  the 
recipient  at  least  partially  financially  liable  for 
medical  treatment  through  monthly  premiums 
or  deductibles,  medical  visits  would  be  limited 
to  only  those  essential.  However,  this  option 
would  also  require  the  establishment  of  vast 
and  costly  administrative  and  accounting 
systems.  In  addition,  collection  of  the  monthly 
payments  could  present  great  difficulties  and 
might  often  produce  negative  provider 
relations  with  the  medical  community.  Further, 
previous  research  on  the  effects  of 
copayments  on  the  poor  had  shown  that  this 
approach  may  have  a  limited  effect  on  utiliza- 
tion of  physician  services,  "at  least  in  the  short 
run."  One  study  points  to  evidence  from 
Canada  which  suggests  that  the  initial  effects 
wear  off,  perhaps  because  of  changes  in 
patient  attitudes  or  incomes,  inflation,  or 
because  of  changes  in  delivery  practices  of 
physicians.  The  study  also  indicates  that 
copayments  on  physician  services  may  have 
adverse  effects  on  patient  health,  leading  to 
increased  use  of  other  services.  Copayment 
for  prescription  drugs  may  have  undesirable 
effects  as  well,  including  deterrence  of 
necessary  drug  utilization,  reduction  in 
pharmacy  participation,  and  increases  in  the 
size  of  prescriptions.1 

The  fourth  option  consisted  of  devising  a 
restriction  process  applicable  to  those 
recipients  or  assistance  units  identified  as 
abusers  or  overutilizers.  These  recipients 
would  be  required  to  designate  one  physician 
to  provide  their  primary  care.  This  physician 
would  be  responsible  for  directly  providing  or 
authorizing  all  nonemergency  physician, 
pharmacy,  laboratory,  optical,  and  outpatient 
services.  The  recipient's  medical  eligibility 
card  could  then  be  coded  to  reflect  the 
person's  or  family's  choice  of  primary  care 
physician,  along  with  an  explanation  of  the 
services  authorized  under  the  restriction.  This 
option  provides  a  means  to  reduce  oreliminate 
unnecessary  or  duplicate  medical  usage,  while 
concurrently  assuring  that  recipients  get 
quality  medical  care  provided  or  coordinated 
by  a  single  physician  of  the  recipient's  choice. 
At  the  same  time,  the  cost  of  implementing  this 
program  would  be  minimal.  This  option  was 
selected  as  the  most  feasible  alternative 
available  in  Illinois,  since  it  would  reduce 


unnecessary  costs  but  still  assure  needed 
services  for  the  recipient. 

A  RURP  unit  of  seven  staff  was  centrally 
established.  This  unit  is  responsible  for 
implementing  and  coordinating  all  program 
procedures  throughout  the  State.  While  results 
described  here  are  from  efforts  in  three 
Chicago  area  counties,  concerted  efforts  are 
now  expanding  to  all  counties  covered  under 
this  Statewide  program. 

Program  Operations 

Identification:  Initial  identification  of 
Medicaid  overutilizers  begins  the  Recipient 
Utilization  Review  Program  process.  Each  year 
a  computer  generated  listing  identifies  all 
Medicaid  assistance  units  reimbursing  from 
100  to  9,999  medical  services  within  a  1 2  month 
period.  Additional  cases  are  referred  from 
medical  providers,  other  State  agencies,  and 
the  hotline  reporting  system.  Cases  are 
reviewed  in  batches,  with  the  highest 
utilization  cases  and  referrals  reviewfirst.  In  FY 
1980,  some  six  percent  of  a  total  970,000 
Medicaid  recipients  in  Illinois  were  identified 
as  having  high  utilization,  warranting  further 
study. 

Utilization  History:  Case  Detail  Reports  and 
Recipient  Ledger  Inquiries  are  ordered  for 
each  case  to  be  reviewed.  These  reports 
specifically  indicate  the  date,  type,  and 
provider  for  all  medical  services  utilized  by 
each  member  of  the  recipient  family  during  a 
given  20  month  period.  Using  these  reports, 
RURP  staff  interpret  the  coding  and  manually 
compile  a  summary  of  medical  utilization 
history  for  each  case.  This  summary  shows  the 
number  of  services  and  providers  per  each 
provider  type,  frequency  of  provider  visits, 
frequency  of  drug  refills,  and  specific  abusable 
drugs  being  utilized.  (See  Figure  1  at  end  of 
this  article.)  A  copy  of  this  case  information  is 
forwarded  to  the  appropriate  local  public  aid 
office  for  future  reference. 

Monitoring:  The  next  stop  of  the  process  is 
the  actual  monitoring.  Each  recipient  receives 
in  the  mail,  an  explanation  of  the  Recipient 
Utilization  Review  Program,  along  with  a 
notification  of  their  inclusion  in  a  90-day 
monitoring  period,  the  beginning  date  of 
which  is  identified.  (See  Figures  2  and  3  at  end 
of  article.) 
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The  notice  indicates  to  the  recipients  our 
expectation  that  they  reduce  their  medical 
usage  to  an  acceptable  level  during  the 
monitoring  period.  They  are  also  notified  that 
optional  counseling  regarding  more  effective 
medical  utilization  is  available  from  their  local 
social  service/medical  unit  staff.  Those 
recipients  requesting  such  counseling  are 
interviewed  as  to  their  medical  histories  and 
current  medical  treatments.  Service/medical 
workers  then  attempt  to  help  the  recipients 
establish  a  plan  for  appropriate  modification  of 
medical  usage.  This  plan  for  modification 
instructs  the  recipients  in  the  proper  approach 
in  obtaining  all  necessary  medical  care, 
discourages  unnecessary  and  potentially 
harmful  care,  and  helps  to  train  the  recipients 
in  coordinating  their  overall  efforts  toward 
better  medical  management.  The  results  of  the 
counseling  are  recorded  and  a  copy  is  sent 
back  to  the  RURP  unit  for  future  reference. 
(See  Figure  4  at  end  of  article.) 

Approximately  six  months  later,  the  medical 
services  incurred  during  the 90  day  monitoring 
period  are  reviewed  by  the  RURP  unit.  There  is 
currently  a  three  to  four  month  turnaround 
time  frame  allowed  after  the  actual  monitoring 
period  has  ended,  to  allow  for  payment  of  bills 
incurred.  These  bills  are  posted  at  the  time  of 
payment.  RURP  staff  again  interpret  the 
computerized  data  for  medical  services  and 
compile  a  second  summary. 

The  results  of  this  summary  are  then 
compared  to  rates  of  acceptable  or  "normal" 
medical  usage,  which  were  established  by 
using  data  from  a  1977  Department  of  Health, 
Education,  and  Welfare  study  and  a  1975 
Illinois  Economic  and  Fiscal  Commission 
study.2-3  These  criteria  are  currently  in  the 
process  of  being  updated. 

A  review  of  the  case  history,  including  the 
results  of  the  local  office  counseling,  is 
completed  and  a  decision  is  made  as  to  the 
recipient's  need  for  restriction.  Such  extenuat- 
ing circumstances  as  inpatient  hospitalization 
or  long  term  care  residence  normally  exclude 
the  recipient  from  restriction. 

Those  cases  that  have  successfully  reduced 
their  medical  usage  are  notified;  however, 
these  cases  remain  on  monitoring  status  for 
future  followup.  If,  at  a  later  date,  these 
recipients  revert  to  previous  patterns  of  over- 


utilization,  a  second  monitoring  process  will 
be  initiated. 

Those  recipients  or  assistance  units  who 
continued  to  utilize  medical  services  in  excess 
of  the  norms  during  the  monitoring  period  are 
recommended  for  restriction.  This  restriction 
requires  all  such  recipients  or  family  members 
to  designate  one  primary  care  physician,  as 
stated  earlier. 

It  is  pertinent  to  note  that  designating  a 
primary  care  physician  does  not  infringe  on 
the  recipients'  freedom  of  choice  of  provider. 
Any  physician  approved  for  Medicaid  payment 
may  be  chosen,  and  the  recipients  may  change 
their  primary  care  physician  as  often  as  they 
wish.  It  is  also  important  to  recognize  that 
these  recipients  are  restricted  to  their  chosen 
physician  for  non-emergency  care  only, 
thereby  never  endangering  the  well  being  of  a 
recipient  in  an  emergency  situation. 

Once  restriction  has  been  recommended,  a 
copy  of  the  case  summary  and  the  recom- 
mendation is  forwarded  to  the  local  service 
staff.  The  service  workers  send  the  recipients  a 
Notice  of  Restriction.  (See  Figure  5  at  end  of 
article.)  This  notification  explains  the  restric- 
tion requirements  and  allows  the  recipient  ten 
days  to  contact  the  local  office  and  designate 
their  primary  care  physician.  (See  Figure  6  at 
end  of  article.) 

If,  after  the  ten  day  period,  the  recipient  has 
failed  to  contact  the  local  office,  action  to 
suppress  the  medical  eligibility  card  is 
initiated.  As  suppression  of  the  card  is 
considered  a  reduction  in  assistance,  a  second 
and  final  notice  of  reduction  in  services  is  sent. 
This  notice  allows  a  second  ten  days  for 
contact.  If  after  this  time  period  the  recipient 
still  fails  to  cooperate,  the  case  medical 
eligibility  card  is  suppressed  or  withheld 
pending  future  cooperation. 

Lock-In:  Recipients  who  contact  the  local 
office  within  the  appropriate  time  frames  and 
designate  a  primary  care  physician  are  placed 
in  lock-in  status.  These  recipients  continue  to 
receive  the  medical  eligibility  cards  without 
delay  or  break  in  services.  After  confirmation 
with  the  physician  that  he/she  accepts  the 
recipients  as  restricted  Medicaid  patients,  the 
local  office  forwards  the  information  to  the 
central  RURP  unit  for  lock-in  processing. 

A  computer  entry  is  then  made  to  alter  the 
Medicaid  card  to  reflect  the  restriction  code 


Perspectives  on  Medicaid  and  Medicare  Management 
February  1981 


33 


and  the  name  of  the  designated  physician.  This 
printed  information  on  the  medical  eligibility 
card  itself  provides  notice  of  the  lock-in  status 
to  anyone  using,  or  honoring,  the  card. 

Recipients  remain  in  lock-in  status  until  the 
primary  care  physician  certifies  that  the 
person  or  family  has  demonstrated  adequate 
improvement  in  medical  service  habits  and  are 
capable  of  coordinating  their  own  medical 
usage  within  acceptable  levels.  When  this 
certification  is  received,  the  RURP  unit 
completes  a  re-evaluation,  which  includes  a 
review  of  the  social  evaluation  completed  by 
local  office  service  staff,  and  a  physician 
consultant's  review,  if  indicated.  A  final 
decision  is  then  made  as  to  the  recipient's 
continuing  status.  To  date,  we  have  received 
only  three  such  requests,  which  are  currently 
being  reviewed. 

Right  of  Appeal:  In  conformance  with 
Federal  regulations,  the  recipients  have  the 
right  to  appeal  at  any  point  during  the  RURP 
process.  On  behalf  of  the  agency,  a  RURP  unit 
member  attends  the  hearing  to  provide 
explanation  of  the  program  and  justification  of 
the  decision.  Approximately  60  appeals  have 
been  filed  since  the  inception  of  the  program 
and,  in  the  majority  of  these  appeals, 
the  original  RURP  decision  was  upheld. 

Results 

The  effectiveness  of  RURP  is  best  reflected 
in  the  savings  of  $26,640,963  through  June 
1980.  The  dollar  amounts  of  cost  avoidance 
were  calculated  for  each  of  the  four  different 
types  of  case  status— monitoring,  lock-in, 
suppression,  and  cancellation.  This  was  done 
by  completion  of  a  cost  avoidance  project 


which  compared  actual  Medicaid  dollars  spent 
on  cases  both  before  inclusion  in  the  Recipient 
Utilization  Review  Program,  and  after 
inclusion  in  each  appropriate  status.  From  this 
data,  the  average  cost  savings  was  then 
determined  per  case  for  each  type. 

During  Fiscal  Year  1980,  6,194  new  cases 
were  identified  for  monitoring  in  the  program, 
and  received  counseling.  Of  these  cases  1 ,538 
were  recommended  for  restriction.  The  total 
number  of  recipients  in  lock-in  status  as  of  May 
1980  was  2,552  (See  Table  1). 

The  RURP  staff  consists  of  five  professional 
and  two  clerical  employees.  This  does  not 
include  those  persons  designated  by  the  local 
offices  to  perform  consulting  services.  The 
current  annual  cost  of  the  unit  is  $126,000, 
resulting  in  a  cost  benefit  ratio  of 
approximately  140:1. 

In  the  future,  implementation  of  the 
Medicaid  Management  Information  System 
(MMIS)  in  Illinois  will  greatly  enhance  RURP 
efforts,  making  data  collection  and  interpreta- 
tion more  readily  available.  This  should  help  to 
make  possible  a  substantial  increase  in  the 
number  of  cases  to  be  monitored. 

Reactions 

In  early  1978,  RURP  was  reviewed  by  the 
Governor's  Cost  Control  Task  Force.  This 
group  of  interested  citizens  and  business  men 
and  women  was  asked  by  Governor  James 
Thompson  to  investigate  and  evaluate  several 
different  agencies  and  programs  within  the 
State,  and  to  recommend  necessary  changes 
to  effect  more  efficient  State  operations.  The 
task  force  recommendations  regarding  RURP 


TABLE  1:  Results  of  RURP  Program 


Total  Cases 
Monitored 


Total  Cases 
Counseled 


Total  Cases 
Recommended  For 
Restriction 


Total  Dollars 
Saved 


FY  1977 
FY  1978 
FY  1979 
FY  1980 
TO  DATE 
(06-30-80) 


76 

3,760 
6,194 
10,030 


3,384 
5,575 
8,959 


42 
42 
972 
1,538 
2,552 


120,764.00 
251,610.83 
5,324,633.40 
20,943,955.54 
26,640,963.77 
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were  to  increase  the  unit  staff  and  to  further 
expand  the  program. 

RURP  has  also  received  positive  recognition 
from  the  provider  community.  Members  of  the 
State  pharmacy  association  have  often 
provided  RURP  with  recipient  referrals  in 
cases  of  drug  abuse  and  illegal  sales.  As  one 
pharmacist  states,  "It's  great  to  know  that 
appropriate  followup  is  going  to  be  done  on 
these  cases."  More  recently,  RURP  was 
presented  to  the  State  Medical  Advisory 
Committee,  a  group  of  physicians  who  advise 
the  Department  on  questions  of  Medicaid 
program  policy  and  procedures,  where  it  was 
well  received.  The  physicians  like  working  with 
the  program,  and  support  the  concept  of  one 
physician  coordinating  the  recipient's  or 
family's  total  care,  as  well  as  the  monitoring  of 
recipient  abuse. 

Conclusion 

The  Recipient  Utilization  Review  Program 
approach  seems  most  effective  and  should 
continue  to  provide  positive  results  in  the 
future.  To  further  evaluate  the  results  of  the 
program,  a  project  is  underway  which  will 
attempt  to  test  the  hypothesis  that  recipients 
enrolled  in  RURP  are  actually  healthier  than 
while  they  were  misutilizing  the  Medicaid 
program.  By  using  analytical  data  in  conjunc- 
tion with  a  review  of  medical  data  and  histories 
by  licensed  physicians,  a  determination  of  the 
medical  circumstances  before  and  after 
enrollment  and/or  lock-in  will  be  made.  It  is 
anticipated  that  the  hypothesis  will  be 
substantiated. 


Illinois'  experience  with  the  Recipient  Utili- 
zation Review  Program  has  generated  results 
which  have  substantiated  the  program  as  an 
outstanding  display  of  what  cooperation  and 
innovation  can  accomplish.  We  believe  that 
RURP  has  been  highly  successful  and  that  our 
data  supports  this.  Once  the  increased 
efficiency  and  information  is  realized  through 
the  MMIS,  we  anticipate  expansion  of  the 
program. 


«  Michael  L.  Berger  currently  serves  as  Chief  of  the 
Bureau  of  Program  Integrity.  He  has  been  employed 
by  the  Illinois  Department  of  Public  Aid  since  January 
1974,  and  has  been  involved  with  Medicaid  fraud  and 
abuse  activities  since  June  of  1974.  Mr.  Berger 
graduated  from  Drake  University  with  a  Masters  in 
Public  Administration  in  1973. 

•  Karyn  D.  Ranney  currently  supervises  the  Recipient 
Utilization  Review  Program  within  the  Bureau  of 
Program  Integrity.  She  attended  Rockford  Memorial 
School  of  Nursing,  Rockford,  Illinois,  and  began 
employment  as  a  caseworker  with  the  Illinois  Depart- 
ment of  Public  Aid  in  June  1974.  She  held  the  position 
of  Agency  Staff  Development  Specialist  for  three 
years  prior  to  taking  on  the  responsibilities  of 
administering  this  program. 


NOTES: 

1.  Bruze  Spitz  and  John  Holahan,  "Changes  in  Federal 
Medicaid  Regulations,"  Restructuring  Federal  Medi- 
caid Controls  and  Incentives:  The  Urban  Institute, 
1976-77. 

2.  Current  Estimates  from  the  Health  Interview  Survey 
United  States— 1977:  U.S.  Department  of  Health 
Education,  and  Welfare,  Public  Health  Service, 
National  Center  for  Health  Statistics,  Hyattsville, 
MD.,  September  1978,  pp.  1-8,  pp.  28. 

3.  Medicaid  Costs  and  Controls:  An  Analysis:  Illinois 
Economic  and  Fiscal  Commission.  December  1976, 
pp.  27-45. 
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BUREAU  OF  PROGRAM  INTEGRITY 
RECIPIENT  UTILIZATION  REVIEW  PROGRAM 
REVIEW  OF  MEDICAL  SERVICES 


Figure  1 


CASE  NAME: 
Address : 


ID  # 


Number  of  persons  in  the  case: 


Monitoring  Period: 


CASE  SUMMARY; 


Ambulatory 


TOTAL  NUMBER  OF  SERVICES  -  ALL  PROVIDER  TYPES: 
TOTAL  AMOUNT  PAID  -  ALL  PROVIDER  TYPES: 
A)    AMBULATORY  SERVICES:     (Case  Detail) 


Provider  Type 
Phys  ic  ian 
Pharmacy  (Drugs) 
Optometrist 
Dentist 
Laboratory 
Other   


Code 
01 
04 
06 
10 
15 


No. 
Services 


(Specify) 


No. 
Visits 


Non- 
Ambulatorv 


No. 
Different 
Providers 


to 


Grand  Total 


Amount  Paid 


Total:      

B)     NON-AMBULATORY  SERVICES:     (Ledger  Inquiry) 

Est.  No. 

Provider  Type    Code    No.     Amount  Paid    Days/Mos .     Provider  Type    Code    No.    Amount  Paid 


In-Hospital 
Group  Care 
Clinic 


03 
05 
11 


Outpatient  12 

Transportation  16 

Other     

(Specify) 


C)     POTENTIAL  ABUSE  AREAS: 

Patient  Name  Provider  Type  (s) 


Patient  Name 


Provider  Type  (s) 
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D)    ADDITIONAL  INFORMATION/COMMENTS : 


E)  RECOMMENDATION  OF  RECIPIENT  UTILIZATION  REVIEW  UNIT: 

Refer  to  Staff  Physician  1  I 

Lock-In  Recommended  1  I 

Lock- In  Not  Recommended  f  1 

F)  PREPARED  BY:    DATE 


G)     RECIPIENT  INTERVIEW: 


H)  RECOMMENDATION  OF  LOCAL  OFFICE: 

Refer  to  Staff  Physician  1  1 

Lock-In  Recommended  |  1 

Lock-In  Not  Recommended  I  I 

I)  PREPARED  BY:    DATE 
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Explanation  of  Program  -  Figure  2 


STATE  OF  ILLINOIS 
DEPARTMENT  OF  PUBLIC  AID 

THE  RECIPIENT  UTILIZATION  REVIEW 


Recipients  who  obtain  many  more  drugs,  doctor  visits,  hospital  visits,  or  other 
medical  services  than  usual  are  subject  to  a  review  of  their  utilization  of  medical 
services.  The  Recipient  Utilization  Review  is  conducted  by  the  Bureau  of  Program  In- 
tegrity of  the  Department  of  Public  Aid.  The  determination  of  overusage  is  made  on  a 
case  by  case  basis  after  a  thorough  evaluation  of  the  recipient's  patterns  of  medical 
usage  have  been  completed  by  trained  personnel.  When  necessary,  staff  physicians  are 
consulted  in  determining  whether  a  recipient  is  overusing  medical  services. 

If  you  have  been  identified  as  an  overuser  of  medical  services,  your  local  office 
will  offer  you  free  voluntary  counseling.     If  you  decide  to  accept  the  counseling,  a 
social  service  caseworker  will  discuss  the  correct  use  of  medical  care  and  explain  the 
dangers  of  obtaining  care  from  numerous  medical  doctors  and/or  pharmacies.     If  you  wish, 
the  service  worker  will  help  you  plan  to  reduce  your  medical  care  to  a  suitable  level. 

We  will  check  the  amount  of  your  medical  usage  again  ninety  days  after  you  received 
the  notice  that  you  were  overusing  medical  services.     If  you  have  reduced  the  amount 
of  medical  care  to  a  suitable  level  or  if  you  demonstrated  that  you  needed  the  services 
provided,  you  will  not  be  restricted  to  one  doctor  who  will  provide  or  authorize  non- 
emergency medical  care.     Otherwise,  you  will  be  given  ten  days  to  select  a  doctor  who 
will  supervise  all  of  your  non-emergency  medical  care.     If  you  fail  or  refuse  to  select 
a  primary  care  physician,  your  Medical  Eligibility  Card  will  be  withheld  until  a  physi- 
cian is  designated.     If  you  cooperate  with  the  Recipient  Utilization  Review  but  have  no 
doctor  or  cannot  locate  a  doctor  who  is  willing  to  act  as  a  primary  care  physician,  you 
will  continue  to  receive  a  Medical  Eligibility  Card.     In  this  instance,   the  Department 
will  assist  you  in  locating  a  primary  care  physician. 

You  have  the  right  to  change  your  designated  primary  care  physician. 
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State  of  Illinois 
Department  of  Public  Aid 


Figure  3 


NOTICE 


TO: 


RE:     OVERUTILIZATION  OF  MEDICAL  SERVICES 


You  or  members  of  your  assistance  unit  have  obtained  excessive  medical  services 
through  the  use  of  the  Medical  Eligibility  Card.     You  will  be  given  ninety 
days  to  lower  your  usage  of  medical  services  to  an  acceptable  level  or  to 
demonstrate  your  need  for  these  extensive  medical  services. 

If  you  desire  counseling  a  social  service  worker  is  available  to  talk  to  you 
about  the  proper  use  of  medical  care  and  to  assist  you  in  developing  a  plan 
to  control  your  patterns  of  medical  usage. 

Please  contact   at   to  set 

Service  Worker  Telephone 
up  an  appointment  for  counseling. 

If  your  usage  of  medical  services  is  at  an  inappropriate  level  at  the  end  of 
this  monitoring  period,  you  will  be  required  to  designate  one  doctor  who 
will  provide  or  authorize  all  non-emergency  medical  care. 


LOCAL  OFFICE  STAMP 
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ILLINOIS  DEPARTMENT  OF  PUBLIC  AID 
RECIPIENT  UTILIZATION  REVIEW  PROGRAM 
Initial  Interview  Form 


Figure  4 


RECIPIENT  PROFILE 

A.     Identifying  Information 

Case  name:    I.D. 

Address : 


Number  of  persons  in  the  case:  

Analysis  period:    to   Total  number  of  months  reviewed:   

B.     Ambulatory  Services  (Case  Detail  Report) 

No.  Of 

No.  Of  No.  Of  Different 

Provider  Type  Code  Services         Visits  Providers  Amount  Paid 


Physician  01 

Pharmacy  (Drugs)  04 

Optometrist  06 

Podiatrist  08 

Chiropractor  09 

Dentist  10 

Laboratory  15 


Total 


Analysis  period:    to   .     Total  number  of  months  reviewed: 


C.     Non-Ambulatory  Services  (Ledger  Inquiry) 


No.  Of 
No.  Of  Different 

Provider  Type  Code  Number  Days  Providers  Amount  Paid 


In-Hospital  03 

Group  Care  05 

Clinic  11 

Out-Patient  12 

Home  Health  13 

Appl./Pros.  14 

Transportation  16 


Total 


Analysis  period:    to    Total  number  of  months  reviewed: 
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D.    Assessment  of  Usage  of  Medical  Services 

Is  the  recipient  seeing  more  than  one  provider  within  a  provider  type?  (physi- 
cian, outpatient,  clinic) 

 Yes   No         If  yes,  which  types:   

Are  there  any  instances  of  more  than  one  doctor's  visit  for  family  members  on  the 
same  date: 

  Yes    No         Within  the  same  week?      ____  Yes    No 


Are  there  instances  of  more  than  one  prescription  for  the  same  medication  being 
given  to  family  members  on  the  same  date: 

_____  Yes         _____  No         Within  the  same  month    Yes    No 


On  the  Case  Detail  Report  (attached)  is  there  evidence  of  a  doctor's  visit  prior 
to  medication  being  dispensed? 

  Yes    No 


Is  there  evidence  of  more  than  one  physician  prescribing  medication? 
  Yes    No 


On  the  Case  Detail  Report  (attached)  are  there  repeated  prescriptions  for  any 
medications? 

  Yes    No         If  yes,  identify  which  one(s):   


Are  any  medications  considered  abusable  or  potentially  abusable? 
  Yes    No         If  yes,  identify  which  one(s):   


Has  the  recipient  been  hospitalized  during  the  analysis  period? 

  Yes    _  No         If  yes,  give  the  following: 

Number  of  admissions:   

Days  as  inpatient:   

Reason(s)  for  hospitalization:   
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RECIPIENT  INTERVIEW 


1.  Date  of  interview: 

2.  Persons  present:  _ 


3.  Were  the  purpose  and  scope  of  the  Recipient  Abuse  Program  explained? 

  Yes    No 

4.  Was  the  payment  history  (items  IB  and  IC)  reviewed  with  the  recipient? 

_____  Yes    No 

5.  Did  the  recipient  (case  members)  receive  the  services  as  shown  in  items  IB  and 
and  IC? 

  Yes         _____  No         If  no,  detail  the  services  which  were  reportedly 

net  received:   


6.     Specific  medical  problems  (diagnoses)  for  case  members: 

a  )    Name :  

Primary  medical  condition/ complaint:  

Secondary  medical  condition/complaint: 

b)  Name:   

Primary  medical  condition/complaint:   

Secondary  medical  condition/complaint:   

c )  Name :  

Primary  medical  condition/complaint:  

Secondary  medical  condition/complaint:  
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d)  Name: 


Primary  medical  condition/complaint:  _ 
Secondary  medical  condition/complaint: 

e)  Name:  

Primary  medical  condition/complaint:  _ 
Secondary  medical  condition/complaint: 
Comment  s :  


7.     Areas  showing  potential  overusage  (see  Items  IB  and  1C): 
a)    Provider  type(s)   


b)     Drug  item(s) 


Were  the  potential  areas  of  overusage  discussed  with  the  recipient? 


Yes 


No 


Were  the  dangers  of  overusage  discussed  with  the  recipient? 


Yes 


No 
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8.     List  the  steps  to  be  taken  by  the  recipient  in  order  to  modify  the  usage  of 
medical  services  to  the  level  of  necessary  medical  care:  


Were  the  steps  listed  above  to  control  the  use  of  medical  services  discussed  with 
the  recipient? 

  Yes    No 


9.     Was  the  recipient  informed  that  the  assistance  unit's  usage  of  medical  services 
will  be  monitored  for  90  days? 

  Yes    No 


10.     Was  the  recipient  informed  that  if  the  assistance  unit  does  not  modify  usage  of 
medical  services  to  the  level  of  necessary  medical  care,  the  assistance  unit  will 
be  required  to  designate  a  primary  care  physician? 

  Yes    No 


III.     LOCAL  OFFICE  INFORMATION 

1.     Recipient  assessment  completed: 

 Yes   .  No         If  no,  why: 


2.  Recipient  interview  completed:   _(date) 

3.  Initial  interview  copies  distributed: 

Office  of  Regional  Director   (date) 

RUR  Unit,  Bureau  of  Program  Integrity    (date) 

Case  file  (original)    (date) 
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4.     If  potential  provider  abuse  or  fraud  was  identified  in  Item  5  of  the  Recipient 
Interview  section,  was  the  case  referred  to  the  Bureau  of  Program  Integrity  for 
follow-up? 

  Yes    No 


5.   

(service  worker's  signature)  (date) 


(title) 


IV.  RUR  UNIT  INFORMATION 

1.  Initial  Interview  form  received:   (date) 

2.  Initial  Interview  form  returned  to  Local  Office:   (date) 

Additional  information  required:   
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State  of  Illinois 
Etudo  de  Illinois 
Department  of  Public  Aid 
Departamento  de  Ayuda  Publica 


Figure  5 


TO: 
A: 


NOTICE  OF  RESTRICTION  DECISION 
NOTIFICACION  DE  DECISION  DE  RESTRICCION 


DATE  OF  NOTICE. 
•FECHA  DE  NOTIFICACION: 


You  or  members  of  your  assistance  unit  have  continued  to  obtain  excessive  medical  services  through  the  use  of  the 
Medical  Eligibility  Card  although  you  have  been  given  the  opportunity  to  modify  your  medical  usage  to  an  appropriate 
level.  In  view  of  this  continued  excessive  use,  your  access  to  medical  care  (except  in  emergencies)  will  be  limited  to 
care  provided  or  authorized  by  a  physician  of  your  choice.  The  choice  of  a  primary  care  physician  is  yours.  The  doctor 
you  designate,  however,  must  be  a  physician  participating  in  the  Medical  Assistance  program. 

Usted  o  miembros  de  su  unidad  de  asistencia  han  continuado  obteniendo  servicios  medicos  excesivos  a  traves  del 
uso  de  la  Tarjeta  de  Elegibilidad  Medica,  aunque  se  le  ha  dado  la  oport unidad  de  modificar  el  uso  medico  de  la  tarjeta 
a  un  nivel  apropiado.  En  vista  de  esta  uso  contlnuo  excesivo,  su  acceso  a  cuidado  medico  (excepto  en  emergencias) 
sera  limitado  a  cuidado  provefdo  o  autorizado  por  un  medico  de  su  selecci6n.  La  selecci6n  de  un  medico  de  cuidado 
primario  es  suya.  El  medico  que  usted  seleccione,  sin  embargo,  tiene  que  ser  un  medico  que  esta  participando  en  el 
programa  de  Ayuda  Medica. 

Your  medical  eligibility  card  in  the  future  will  contain  a  restriction  code  so  that  other  physicians  will  know  you  are 
restricted  to  one  doctor.  In  order  to  assure  that  there  will  be  no  lapse  in  your  coverage  under  the  Medical  Assistance 

program,  please  contact   (service  worker)  within  ten  days  from  the  date  on  this 

notice  to  designate  the  individual  physician  you  select  as  primary  care  physician. 

En  el  futuro  su  tarjeta  de  elegibilidad  medica  contendra  un  codigo  de  restriccidn  de  manera  que  otros  medicos  sepan 
que  usted  esta  restricto  a  un  medico  en  particular.  Para  ester  seguro  que  no  habra  interrupci6n  en  sus  beneficios 

bajo  el  programa  de  Ayuda  Medica,  pongase  en  contacto  con  (Trabajador  de  Servicio) 

dentro  de  diez  dfas  de  la  fecha  de  esta  notificacidn  para  designer  el  medico  individual  que  usted  va  a  seleccionar  como 
medico  de  cuidado  primario. 

Per  Policy  Statement  Contained  in  PO-215  of  the  Categorical  Assistance  or  General  Assistance  Manual. 

Por  Declaracidn  de  P6liza  Contenida  en  PO-215  del  Manual  de  Asistencia  Categ6rica  o  del  Manual  de  Asistencia 
General. 


At  any  time  within  60  days  following  the  *"DATE  OF  NOTICE",  you  have  the  right  to  appeal  this  decision  and  be 
given  a  fair  hearing.  Such  an  appeal  must  be  in  writing  and  filed  with  the  Department.  You  may  represent  your- 
self at  this  hearing  or  you  may  be  represented  by  enyone  else,  such  as  a  lawyer,  relative  or  friend.  Your  local  office 
will  provide  you  with  an  appeal  form  and  will  help  you  fill  it  out  if  you  wish. 


En  cualquler  momento,  dentro  de  60  dfas  despues  de  '"FECHA  DE  NOTIFICACION",  usted  tiene  el  derecho  de 
apelar  la  decisi6n  y  de  que  se  le  de  una  vista  imparcial.  Tal  apelaci6n  tiene  que  ser  por  escrito  y  ser  registrada 
con  el  Departamento.  Usted  puede  representarse  personalmente  en  esta  vista  o  puede  ser  representado  por 
otra  persona  tal  como  su  abogado,  familiar,  o  amigo.  Su  oficina  local  le  proveera  la  forma  de  apelacion  y  le  ayudara 
a  llenarla  s(  usted  lo  desea. 


Local  Office  Administrator  

Administrador  de  Oficina  Local 


YOU  HAVE  THE  RIGHT  TO  APPEAL  THIS  DECISION 


USTED  TIENE  EL  DERECHO  DE  APELAR  ESTA  DECISION 


DPA  1937  (N-6-78) 


Local  Office  Stamp 

Sellc  de  Oficina  Loc:.\ 


46 


Perspectives  on  Medicaid  and  Medicare  Management 
February  1981 


State  of  Illinois 
Department  of  Public  Aid 


RECIPIENT  UTILIZATION  REVIEW  Figure  6 

Designation  of  Primary  Care  Physician 


Case  Name: 
Case  I.D.  it 

RECIPIENT  SIGNATURE 

The  restriction  process  and  the  right  to  change  physicians  have 
been  explained  to  me.     I  understand  these  processes.     I  have  desig- 
nated the  provider  named  below  to  serve  as  my  primary  care  physician. 
The  primary  care  physician  will  provide  or  authorize  all  non-emergency 
medical  care. 


(Recipient  Signature)  (Date) 
PRIMARY  CARE  PHYSICIAN 

Provider  Name:  

Address:  

Telephone  Number:  

Provider  I.D.  Number:  

~1    HMO  Enrollment 

LOCAL  OFFICE  INFORMATION 

This  recipient  has  been  interviewed  by  . 

The  restriction  process  and  the  right  to  change  providers  have  been  explained. 

Restriction  is  recommended 

Restriction  is  not  recommended  (Attach  explanation) 


(Signature)  (Date) 

(Title) 
Original:     Case  file 

First  Copy:    Recipient  Utilization  Review  Unit 
Second  Copy:     Field  Operation 
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HOSPITAL  COST  CONTAINMENT:  SIMULATING 
A  COMMUNITY'S  POTENTIAL 

by  JAMES  D.  SUVER,  DBA,  CMA;  FRANK  H.  SELTO,  Ph.D.; 

BRUCE  R.  NEUMANN,  Ph.D.;  and,  LAURENCE  A.  FRIEDMAN,  Ph.D.;  CPA 


Since  the  turn  of  the  century,  the  hospital 
has  moved  progressively  to  become  the 
principal  locus  for  the  care  of  those  who  are 
acutely  or  seriously  ill.  In  addition  to  dealing 
with  the  inherent  complexities  of  management 
and  administration  as  they  relate  to  the 
provision  of  high  quality  health  care,  the 
hospital  has  been  confronted  with  a  new  and 
expanded  challenge:  cost  containment.  The 
reasons  for  this  are  many.  Costs  are  escalat- 
ing, often  without  corresponding  increases  in 
revenue;  the  public  is  changing  its  pattern  of 
use  of  health  services;  new  health  legislation  is 
being  proposed  and  passed;  and  national 
health  insurance  is  on  the  horizon. 

Over  the  past  decade,  Medicaid 
expenditures  have  grown  at  twice  the  rate  of 
the  number  of  recipients.  With  national 
attention  focused  on  the  escalating  costs  of 
Health  Care  Financing  Administration  (HCFA) 
programs,  those  measures  which  can  be  taken 
to  reduce  costs  and  improve  the 
administration  of  HCFA  programs  have 
become  increasingly  important.  Because  of 
the  purchasing  power  of  Federal  and  State 
governments  in  the  health  care  field,  a  major 
opportunity  exists  to  favorably  influence  the 
future  of  health  care  delivery.  By  applying 
good  management  techniques,  limited 
resources  may  be  applied  where  most  needed; 
such  techniques  can  also  influence  the 
delivery  of  better,  more  cost  effective  care. 

Because  the  impact  of  financial  constraints 
pose  the  most  serious  and  immediate  threat  to 
operations,  a  high  priority  should  be  given  to 
exploring  ways  to  manage  resources  well,  so 
that  the  maximum  benefit  is  gained  from  each 
dollar  spent. 


This  article  describes  a  computer  simulation 
model  which  can  be  adapted  by  hospital 
administrators,  program  planners,  State 
agencies  and  researchers  to  determine 
effective  ways  to  integrate  services,  or  to  share 
services.  Those  who  write  policy  for  institu- 
tional providers,  for  instance,  could  use  this 
model  to  assess  the  impact  of  some  of  their 
decisions,  i.e.,  certificate  of  need  or  a  limitation 
on  types  of  services  offered  in  a  community. 

The  current  emphasis  on  cost  containment 
in  health  care  focuses  on  techniques  that 
primarily  have  a  short  run  impact.  Revenue 
caps,  budget  reviews  and  reduced  reimburse- 
ment payments  do  not  really  focus  on  the 
major  factors  that  influence  health  care  costs. 
Expensive  facilities  and  duplicate  services  are 
often  culprits  in  spiraling  health  care  costs. 
Once  a  health  facility  is  built  and/or  the 
equipment  is  purchased,  a  rational  decision  by 
hospital  administrators  is  to  encourage  use  of 
the  asset,  thereby  reducing  allocated  total 
costs  per  unit,  increasing  total  reimbursement 
and,  perhaps,  improving  the  quality  of  care 
provided  through  increased  levels  of  activity. 
This  motivation  to  induce  utilization  of 
facilities  and  equipment  has  been  recognized 
by  many  decision  makers.  P.L.  93-641,  the 
Health  Planning  and  Resources  Act, 
established  area  wide  Health  System  Agencies 
(HSAs)  and  State  Health  Planning  and 
Development  Agencies  (SHPDAs)  to  review 
capital  expenditure  requests  on  a  regional 
basis.  These  agencies  have  governing  and 
advisory  boards  composed  of  consumers, 
providers  and  other  interest  groups.  By  means 
of  their  review  of  proposed  capital  expendi- 
tures, these  agencies  can  have  a  direct  impact 
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on  both  capital  investment  and  the  scope  of 
services  offered. 

Yet,  in  many  cases,  these  agencies  are 
constrained  in  the  breadth  and  depth  of 
analysis  they  can  accomplish  due  to  limited 
experience  and  training,  and  the  time 
pressures  of  the  review  process.  It  is  difficult  to 
conduct  many  different  capital  investment 
analyses  and  also  evaluate  potential  consoli- 
dations of  services  in  a  community. 

One  way  to  overcome  these  limitations  is 
through  the  use  of  computer-based  hospital 
cost  simulation  models.  The  authors  recently 
helped  a  midwestern  hospital  develop  a 
computerized  simulation  model  of  possible 
merged  or  shared  services.  Based  on  this 
experience,  it  appears  that  the  technique  could 
offer  a  considerable  advantage  in  evaluating 
potential  consolidations  of  community  health 
care  services  and  in  avoiding  unnecessary 
duplications  of  service.  The  remainder  of  this 
article  will  focus  on  how  such  a  computer 
simulation  model  can  be  developed  and 
utilized  by  an  HSA. 


The  Simulation  Model 

In  order  to  evaluate  certificate  of  need 
(CON)  and  other  necessary  documents  on  a 
timely  basis,  an  HSA  could  develop  computer- 
based  cost  simulation  models  for  hospitals  and 
health  care  providers  within  their  areas  of 
responsibility.  Alternatively,  it  could  assist 
individual  or  groups  of  hospitals  in  such 
efforts.  These  models  would  be  designed  to 
predict  and  simulate  the  cost  generating 
activities  in  hospitals.  We  have  chosen  to 
represent  a  hospital  as  a  cost  generating 
facility;  that  is,  quality  of  care  and  community 
service  is  assumed  to  be  acceptable.  For  a 
given  level  of  care,  for  example,  inputs  such  as 
staff  hours  are  utilized,  and  costs  are 
generated.  A  computer-based  simulation 
model  of  this  cost  generating  activity 
expresses  the  links  between  levels  of  care, 
inputs  and  costs  as  mathematical  relation- 
ships. A  cost  simulation  model  allows  the  user 
of  the  model  to  predict  the  cost  effects  of  many 
possible  changes  in  these  fundamental  links 
between  levels  of  care  and  inputs. 

Figure  1  indicates  one  way  of  viewing  the 
cost  generating  structure  in  hospitals. 


This  figure  is  a  schematic  representation  or 
model  of  the  links  of  a  hospital  cost  generating 
process.  The  model  assumes  that  the  hospital 
reacts  to  exogenous  or  uncontrolled  variables 
(1)  in  the  community.  These  may  be 
population  growth,  income  or  seasonality  of 
care.  These  and  other  aspects  of  a  community 
determine  the  level  of  demand  (2)  for  hospital 
services  (3).  Total  demand  may  be  factored 
into  demands  for  various  departmental 
services  (4),  and  inputs  (5)  are  allocated  within 
the  hospital  to  meet  these  demands.  Costs  (6) 
are  generated  by  department  and  the  total  cost 
(7)  of  meeting  the  demand  for  hospital  services 
results.  The  cost  of  hospital  services  then 
affects  demand  for  those  services  within  a 
particular  community  (8).  The  cycle  is  then 
repeated.  By  utilizing  data  which  are  readily 
available  to  most  hospitals,  it  is  possible  to 
describe  each  of  the  links  of  this  model  as  a 
mathematical  relationship,  and  the  end  result 
of  this  sequence  of  mathematical  relation- 
ships is  the  predicted  total  costs  under 
different  levels  of  demand.  A  computer-based 
model  of  this  type  allows  a  decision  maker  to 
consider  the  effects  of  many  possible  levels  of 
demand,  departmental  structures  and  future 
cost  expectations. 

The  predicted  costs  generated  by  this  type 
of  model  depend  upon  the  basic  relationships 
between  cost  changes  and  volume  changes. 
For  example,  there  are  many  costs  in  a  hospital 
that  vary  with  the  demand  for  the  hospital 
services.  Demand  can  be  expressed  as 
admissions,  patient  days  or  acruity  levels. 
Costs  that  vary  as  a  function  of  volume  are 
designated  as  variable  costs;  costs  that  do  not 
vary  with  volume  are  designated  as  fixed  costs. 
Typical  fixed  costs  would  be  hospital  admini- 
strative services,  the  accounting  personnel, 
hospital  security,  etc.  Conversely,  there  are 
also  hospital  costs  that  vary  directly  with  the 
volume  of  services.  These  variable  costs 
include  food  costs,  some  nursing  costs, 
disposable  supplies,  etc.  Such  costs  are 
typically  expressed  on  a  per  unit  basis.  The 
total  cost  function  for  a  hospital  can  be 
expressed  as: 

Total  Costs  =  Total  Fixed  Costs  (TFC)  + 
Total  Variable  Costs  (TVC) 

Total  variable  costs  could  be  expressed  as 
the  variable  cost  per  unit  of  activity  times  the 
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Figure  1.     Basic  Hospital  Model  Structure 
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total  number  of  units,  while  fixed  costs  would 
not  be  expressed  on  a  per  unit  basis.  These 
basic  relationships  between  fixed  and  variable 
costs  are  used  as  the  foundation  of  the 
simulation  model.  Such  relationships  are  then 
used  to  predict  total  costs  based  on  various 
changes  in  demand  for  hospital  services.  The 
total  costs  for  various  merger  scenarios  and 
consolidations  of  services  can  be  computed 
and  used  in  the  decision  making  process. 

For  example,  assume  a  local  hospital  is 
requesting  the  purchase  of  some  new 
radiology  equipment.  Similar  equipment  is 
already  owned  by  other  local  providers  and 
they  each  have  some  excess  capacity. 
Currently,  the  approval  of  the  purchase  will 
hinge  on  quality  of  care,  "gut"  feelings 
regarding  possible  cost  savings,  and  the 
degree  of  influence  or  persuasion  of  the 
administrator.  If  the  cost  model  had  been 
previously  developed  for  the  hospitals  in  the 
entire  area,  it  would  be  possible  to  simulate  or 
predict  the  change  in  total  costs  of  radiology 
treatment  under  either  sharing  of  existing 
equipment  of  purchase  of  new  equipment  (no 
sharing).  Clearly,  the  decision  should  not  be 
made  on  the  basis  of  costs  alone,  but  if  the  cost 
savings  are  potentially  significant,  rational 
decision  makers  may  be  willing  to  work  out  the 
other  compromises  that  may  be  necessary  to 
share  the  equipment. 

A  Case  Study:  Simulation  Results 

In  a  study  of  one  midwestern  community,  the 
computer  simulation  model  developed  was 
used  to  predict  potential  cost  savings  of  a 
merger  of  two  facilities  under  three  possible 
assumptions: 

1.  No  sharing  of  services 

2.  Total  sharing  of  ancillary  services 

3.  Some  sharing  of  ancillary  services 

A  computer  based  simulation  model  was 
utilized  to  predict  the  effects  of  various  levels 
of  patient  demand  in  the  community  and 
several  combinations  of  expected  fixed  and 
variable  costs.  The  results,  as  shown  in  Figures 
2,  3,  and  4,  indicate  the  flexibility  of  the  model 
to  different  combinations  of  services  and  to 
different  cost  changes. 

The  results  in  Figure  2  indicate  the  expected 
costs  for  the  two  institutions,  assuming  no 
sharing  and  "business  as  usual."  These  costs 
are  predicted  as  if  no  changes  in  organization 


FIGURE  2:  Assumption  1,  No  Sharing  of  Services 


Run# 

Average  Annual  Total  Costs 

1 
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$42,641,168 

O 
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A*\  AAA  QQO 
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$43,396,652 

o 

3 

46,165,752 

3 

yr.  1 

$44,073,893 

2 

42,064,625 

3 

42,520,287 

4 

yr.  1 

$44,610,301 

2 

42,247,369 

3 

46,107,415 

Average* 

yr.  1 

$43,640,502 

2 

41 ,676,655 

3 

45,114,660 

'Realistically,  average  results  should  be  obtained  for  10  or 
more  different  runs. 

structure  or  regulation  were  to  occur.  Inflation, 
population  growth,  and  characteristics  of  the 
health  care  demand  are  assumed  to  be  the 
same  as  during  the  period  when  the  model  was 
developed.  Consequently,  these  predictions 
serve  as  the  baseline  measure  or  reference 
point  against  which  the  other  scenarios  are 
compared. 

FIGURE  3:  Assumption  2,  Total  Sharing  of  Ancillary 
Services 


Fixed  Cost  % 
Change/ 

Variable      A  verage 
Merged*  Cost  %       Savings    Per  Year 

Run  #  Departments        Change       Amount  % 

1        Laboratory  15%/0 


2 


3 


4 


'Assumes  no  merger  of  nursing  department  (no  cost 
change)  and  assumes  130%  and  150%  total  increase  in 
admissions  and  patient  days. 

Adapted  from  Aspen  Systems  Corporation,  p.60. 
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The  results  in  Figure  3  illustrate  maximum 
expected  savings  under  a  complete  sharing  of 
departments  mentioned  plus  complete  sharing 
of  services  in  departments  that  would  logically 
be  linked  as  a  result  of  the  sharing  in  the 
departments  mentioned.  Figure  4  indicates  the 
minimum  amounts  of  savings  if  partial  sharing 
occurred  in  those  departments  mentioned, 
and  only  those  departments.  Both  figures  are 
predicated  on  the  assumption  that  the  effect  of 
adding  the  second  hospital  to  the  first  will 
cause  admissions  for  the  combined  unit  to  be 
230%  of  that  for  the  first  hospital  alone  and 
patient  days  to  be  250%  of  the  first  hospital 
alone.  A  variety  of  assumptions  about  cost 
behavior  were  tested.  Four  different  levels  of 
increased  fixed  costs  were  examined  while 
three  levels  of  variable  cost  changes  were 
examined. 


FIGURE  4:  Assumption  3,  Some  Sharing  of  Ancillary 


Services 

Merged' 
Run  #  Departments 

Fixed  Cost 
%  Change/ 

Variable 
Cost  & 

%  Change 

Average 
Savings 
Amount 

Per  Year 

% 

1  Laboratory 
Radiology 
Pharmacy 
Dietary 

15%/0 
25%/0 
50%/0 
75%/0 

$2,737,000 

5.5% 

2  Laboratory 
Radiology 
Pharmacy 
Dietary 

15%/-5% 
25%/-5% 
50%/-5% 
75%/-5% 

3,072,000 

5.8% 

3  Laboratory 
Radiology 
Pharmacy 
Dietary 

15%/-10% 
25%/-10% 
50%/-10% 
75%/-10% 

3,223,000 

6.6% 

4  Laboratory 
Radiology 
Pharmacy 

15%/-5% 
50%/-5% 
75%/-5% 

2,216,000 

4.5% 

'Assumes  no  merger  of  nursing  department  (no  cost 
change),  and  assumes  130%  and  15%  total  increase  in 
admissions  and  patient  days. 

Adapted  from  Aspen  Systems  Corporation,  p.  61. 


Estimating  the  Cost  Relationship 

In  the  development  of  the  model  for  the 
merger  simulation  (base  period),  data  for  36 
consecutive  months  were  taken  from  the 
Hospital  Administrative  Services  (HAS) 


monthly  cost  reports.  These  data  were  supple- 
mented by  Medicare  cost  reports  (SSA  2552) 
and  work  load  measurement  reports  from  the 
hospitals.  HAS  staff  should  have  access  to 
similar  information.  If  not,  this  may  be  an 
indication  of  the  need  for  uniform  reporting 
and  data  collection  requirements.  The  cost 
relationships  for  each  individual  hospital  were 
determined  from  these  data  inputs  by  using 
standard  multiple  regression  analyses  and 
scatter  diagrams. 

These  same  techniques  could  be  used  to 
develop  cost  prediction  models  for  hospitals 
within  a  region  or  local  area.  In  many  cases,  the 
individual  hospitals  could  use  the  models  in 
their  own  decision  making  process  and  they 
would  also  be  available  to  HSA  and  SHPDA 
members.  The  benefits  from  providing  this 
ability  to  simulate  future  results  will  far 
outweigh  the  modest  costs  of  the  project.  As 
people  become  more  aware  of  the  advantages 
of  simulation  techniques,  apprehension  over 
the  interpretation  of  the  results  will  also  be 
overcome. 

Advantages  of  Computer  Decision 
Models 

Although  it  may  be  possible  to  manually 
estimate  the  possible  savings  due  to  merger  or 
sharing,  a  computerized  simulation  model 
offers  considerable  advantages  for  this  type  of 
analysis.  For  example: 

•  It  is  the  only  feasible  way  to  integrate  the 
many  different  factors  that  must  be 
considered  in  anymajor  policy  decision. 

•  It  provides  the  hospital  administrator  with 
a  much  deeper  understanding  of  the  inter- 
actions of  these  factors;  it  shows  how 
many  related  factors  change  simultane- 
ously wth  changes  in  organization 
structure. 

•  It  alerts  him/her  to  the  quantifiable  side 
effects  of  a  decision  before  it  is  actually 
implemented. 

•  It  produces  results  quickly.  (The  total 
time  required  to  develop  a  new  model  is 
about  six  to  eight  weeks.  Any  feasible 
decision  can  then  be  tested  and  evaluated 
in  a  matter  of  minutes.  Additional  time  for 
modifying  the  model  may  be  required.) 

•  It  allows  the  administrator  to  take  longer 
looks  into  the  future. 
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•  It  allows  him/her  to  initiate  changes  with 
better  information  about  possible 
financial  outcomes,  and 

•  It  can  be  inexpensive  to  use  (each  cost 
prediction  "run"  may  cost  less  than 
$10.00  ). 

Summary 

HSA  staffs  (and  CON  reviewers)  are  severely 
hampered  by  the  inability  to  forecast  cost 
savings  for  possible  mergers  or  sharing  of 
facilities  and  equipment.  The  development  of 
cost  behavior  models  offers  an  opportunity  for 
better  prediction  capabilities.  Once  the  initial 
model  has  been  developed,  the  model  can  be 
used  to  simulate  several  alternative  decisions 
under  various  cost  behavior  parameters  and 
sharing  arrangements.  Although  the  outputs 
are  not  exact,  they  do  allow  the  flexibility  to 
estimate  savings  for  alternate  courses  of 
action.  They  can  be  used  to  estimate 
boundaries,  maximum  and  minimum,  that 
bracket  the  expected  results. 
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AGING  GRACEFULLY  WITH  AGEISM:  DIFFICULT  AT  BEST 


by  ALVIN  J.  LEVENSON,  M.D. 


Introduction 

Traditional  psychoanalytic  thought  held  that 
psychological  and  social  development  ceased 
for  all  intents  and  purposes  when  one  reached 
the  middle  years,  arbitrarily  defined  as 
beginning  at  age  45  and  ending  at  age  64. 
While  psychoanalysts  had  characterized  the 
years  preceding  this  period  of  existence  as 
accelerating  and  ascending,  the  years 
thereafter  were  considered  by  them  as  little 
more  than  a  "waiting  game"  for  an  inevitable 
demise.  Much  of  current  and  unenlightened 
thought  adheres  tenaciously  to  this  antiquated 
premise. 

Contemporary  gerontologists  (those 
involved  in  the  science  of  aging)  and 
geriatricians  (those  involved  in  treating 
diseases  of  the  aged)  find  and  assert,  however, 
that  psychosocial  development  has  the 
potential  for  continuing,  and,  in  fact,  continues 
until  the  last  breath.  They  further  espouse  the 
view  that  nothing  magical  "happens  between 
the  39th  and  40th  or  between  the  64th  and  65th 
birthdays,  except  perhaps  in  the  minds  of 
society."  Notably,  Ericson  has  postulated  a 
final  stage  of  psychological  development 
which  he  calls  the  stage  of  "integrity."  He  uses 
integrity  to  mean  a  holding  together.  The 
principal  task  of  this  stage  is  for  the  individual 
to  take  a  retrospective  review  of  his  or  her  life 
to  that  point,  in  an  effort  to  gain  satisfaction 
from  more  satisfying  moments,  and  to  lend 
perspective  to  less  gratifying  events.  The 
whole  purpose  of  this  exercise,  a  basic  righting 
maneuver,  is  to  balance  the  "psychological 
books,"  as  it  were,  so  that  death,  when  it  comes 
to  the  individual,  may  be  preceded  by  a  sense 
of  relative  equanimity  and  calm. 

It  is  likely  that  this  personal  bookkeeping 
may  reveal  a  deficit  to  the  eyes  of  the  elderly 


person,  suggesting  the  need  for  a  course  of 
restitution,  upon  which  he  or  she  may  then 
embark.  The  major  purpose  for  pursuing  such 
a  course  is  to  produce  and  maintain  psycho- 
logical comfort,  the  absence  of  persistent  or 
intolerable  anxiety— the  essence  of  life. 
Obstacles  to  this  pursuit  are  believed  to  be  the 
major  impedance  to  graceful  aging. 

Ageism,  a  biasorprejudiceagainsttheaging 
and  aged,  is  probably  the  most  common  and 
influential  obstacle  confounding  graceful 
aging.  Casual  observation  holds  that  it  is 
prevalent  in  the  United  States  today. 

Manifestations  of  Ageism 

The  manifestations  of  ageism  may  be  blatent 
or  subtle.  Such  terms  as  "gomer,"  "crock," 
"dirtball,"  "toad,"  "just  old"  or  "cantankerous" 
levied  against  the  aged  are  obvious 
representations. 

More  subtle  forms  are  demonstrable  or 
suggested  in  practically  every  major  area  of  life 
and  living.  The  principal  endpoint  of  such 
ageism  is  that  the  aging  and  aged  are  excluded 
from  the  same  benefits  enjoyed  by  younger 
populations— an  involuntary  "abdication"  of 
their  civil  rights.  Some  of  the  major  areas  in 
which  such  age  discrimination  occurs  are 
commerce,  health  care,  government,  and 
family. 

Commerce:  Perhaps  commerce  has  the 
earliest  impact  on  the  aging  and  aged.  The 
most  negative  and  potentially  destructive 
intersection  between  the  two  has  occurred  in 
the  employment  arena.  Consequently,  the 
individual  for  whom  work  constitutes  and  has 
constituted  a  significant  means  of  producing 
and  maintaining  psychological  comfort,  and, 
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hence,  a  key  route  to  graceful  aging,  will  likely 
have  difficulty. 

Beyond  a  certain  point,  progressive  age  has 
become  synonymous  with  decreased 
employment  viability,  productivity,  and  desir- 
ability in  the  eye  of  American  industry.  To  wit, 
in  1870,  70  percent  of  this  country's  aged  were 
gainfully  employed.  By  1977,  however,  these 
numbers  had  dwindled  to  20  percent  of  men 
and  eight  percent  of  women  aged  65  and  older. 
It  is  indeed  curious  that  these  figures  persist 
despite  the  fact  that  95  percent  of  the  elderly 
are  not  institutionalized,  and  85  percent  are 
ambulatory  and  functional. 

Retirement  is  the  principal  reason  for  the 
elderly's  absence  from  the  labor  force.  The 
gradual  extrication  from  this  marketplace  of 
need  gratification  begins  relatively  early  in 
one's  life  and  is  often  involuntary.  It  has  been 
estimated  that  40  percent  of  all  retirees  did  not 
wish  to  stop  working.  It  is  also  sad  that  retire- 
ment occurs  at  a  period  of  professional  life 
when  one  may  be  viewed  as  "coming  into  one's 
own,"  and  at  a  point  during  which  financial 
demands  are  greatest,  due  to  supporting  both 
ends  of  the  life  cycle  (one's  children  and  one's 
parents).  And  yet,  observation  holds  that  it  has 
become  commonplace  for  retirement 
seminars  to  include  a  relatively  large 
percentage  of  men  and  women  in  their  late 
forties  and  early  fifties.  It  is  no  wonder  that  in 
1975,  unemployment  among  those  45  years 
and  older  was  the  highest  in  the  nation's 
history,  having  increased  by  28  percent  over 
the  preceding  ten  years.  Another  noteworthy 
consequence  of  growing  older  in  the  work 
arena  is  a  progressive  increase  in  the  length  of 
joblessness,  assuming  one  finds  work  at  all.  In 
1975,  the  average  length  of  joblessness  for  a 
45-54  year  old  worker  was  15.8  weeks;  for 
those  55-65,  17.8  weeks;  and,  for  those  65 
years  and  older,  six  months. 

The  major  adverse  effects  of  retirement  and 
joblessness  are  those  resulting  from  loss. 
Financially,  a  sharp  drop  in  income  occurs.  As 
life  expectancy  and  inflation  increase,  people 
live  a  progressively  greater  number  of  years, 
without  employment  and  often  in  poverty. 
Projections  reveal  that  for  every  100  persons 
starting  financially  "even"  at  age  25,  one  will  be 
rich  in  40  years,  four  independent,  five  having 
to  work,  36  dead,  and  54  dependent  on 
someone  or  an  agency  for  financial  support. 


Regardless  of  the  size  of  income  at  the  time  of 
retirement,  maintenance  of  an  adequate 
income  throughout  old  age  is  a  problem  for 
most  Americans.  At  any  time,  the  median 
income  of  this  population  is  considerably  less 
than  that  of  their  younger  counterparts.  In 
1975,  for  example,  families  headed  by  a  person 
65  years  and  older  had  a  median  income  of 
$8,057,  compared  with  $14,698  for  younger 
family  units.  In  1977,  one-eighth  of  all  elderly 
lived  in  households  with  annual  incomes 
below  the  official  poverty  level  ($3,417  for 
older  couples  and  $2,720  for  older  individuals). 
In  short,  the  chances  of  being  poor  are  50 
percent  greater  if  one  is  65  or  older.  It  is 
extremely  difficult  to  age  gracefully  in  poverty! 

The  loss  of  financial  means  is  not  the  only 
loss  accruing  to  retirement  and  joblessness.  It 
has  been  noted  that  work  is  a  major  source  of 
self-esteem  and  psychological  comfort  for 
many.  For  those,  then,  its  loss  may  be 
a  disruptive  force  in  their  psychological  and 
social  lives. 


Health  Care:  It  is  also  difficult  to  age  grace- 
fully if  one  is  not  feeling  well,  granted  that 
perceptions  of  physical  and  psychological  well 
being  vary  from  one  individual  to  another.  The 
fact  of  the  matter  is,  however,  that  health 
problems  arise  in  the  lives  of  the  aging  and 
aged  as  early,  and  have  as  profound  an  impact 
as  do  retirement  and  the  prodroma  of  poverty. 
No  one  ever  died  from  old  age,  not  so, 
however,  with  illness  occurring  in  late  life. 
Unfortunately,  however,  despite  an  age  related 
rise  in  incidence  and  prevalence  of  illness,  the 
medical  care  of  the  U.S.  aged  has  been  alleged 
to  be  characterized  by  negativism,  defeatism, 
and  professional  antipathy.  This  is  manifested 
most  commonly  by  a  therapeutic  nihilism 
toward  their  treatment.  The  credo  of  clinical 
practice  with  the  elderly  has  been  based  all 
too  frequently  on  the  false  premise  that  since 
old  age  is  irreversible,  illness  occurring  in 
late  life  must  likewise  be  beyond  significant 
assistance.  As  a  consequence  of  such  think- 
ing, little  other  than  minimal  intervention 
ensues.  Further,  it  is  not  uncommon  to  witness 
the  physician  and  other  health  care 
professionals  omnisciently  and  omnipotently 
determining  the  quality  of  life  someone  65 
years  or  older  deserves,  the  decision  being 
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based  mostly  on  the  patient's  age.  Frequently, 
such  decisions  are  rendered  regardless  of  the 
patient's  desires,  or  without  the  patient's 
participation. 

More  poignant  and  apparent  forms  of 
ageism  can  be  noted  in  the  utterances  of 
housestaff,  medical  students,  and  faculty. 
Examples  include  terms  such  as  "overthe  hill," 
"nursing  home  dump,"  "senile,"  or,  as  one 
internal  medicine  houseofficer  offhandedly 
stated  to  me  when  he  sent  a  77-year  old  female 
patient  back  to  my  service  after  treating  her: 
"Well,  doc,  you  can  have  her.  We've  propped 
her  up  and  dusted  her  off!" 

Medical  students'  prejudice  against  the 
elderly  has  been  observed  to  be  stronger  than 
prejudice  against  color.  It  has  been  amply 
pointed  out  that  faculty  attitudes  influence 
those  of  their  students.  One  study  revealed 
that  medical  students'  attitudes  toward  aging 
and  the  aged  actually  deteriorated  over  their 
four  year  curriculum.  This  is  a  vicious  cycle 
when  viewed  in  light  of  recent  work  which 
demonstrated  that  the  educators'  negativism 
surpassed  that  of  their  students.  One  should 
not  be  entirely  shocked  by  this  situation. 
Medical  students  become  housestaff,  and 
housestaff  become  educators. 


Government:  Whether  or  not  ageism  exists 
in  the  government  is  not  entirely  clear.  Policy- 
making administrations  change  with  relative 
frequency,  making  trend  assessment  difficult. 
The  reader  will  have  to  make  his  or  her  own 
decision  regarding  this  issue. 

Programs  in  behalf  of  the  elderly  seem  to  be 
predicated  on  the  fact  that  the  elderly  were 
likely  to  be,  and  perhaps  should  be,  in  a 
dependent  position.  For  example,  Social 
Security  arose  when  it  was  societally 
determined  that  people  probably  should  not 
work  beyond  a  certain  age.  This  mind  set 
would  seem  to  have  become  a  rather  pervasive 
frame  of  reference,  when  one  considers  that 
the  aged  individual  is  penalized  should  he  or 
she  decide  to  work.  This  would  seem  to 
dampen  pursuit  of  psychological  comfort  for 
those  who  considered  work  and  money 
important  and  useful. 


Medicare  arose  out  of  the  need  to  assist  the 
aged  in  meeting  their  health  care  costs.  While 
government  at  various  levels  articulates  a 
rational  imperative  to  deinstitutionalize  and 
promote  independent  community  living,  the 
elderly  and  their  health  care  providers  have 
found  themselves  increasingly  faced  with  a 
dilemma:  how  to  accomplish  independent 
living  in  light  of  the  fact  that  Medicare  pays  for 
inpatient  treatment;  covers  few  services  which 
would  facilitate  community  living;  and  when 
the  risk  of  institutionalization  rises  with  each 
successive  inpatient  admission.  Further,  the 
Medicare  statute  severely  limits  the  period  of 
hospital  coverage  on  illness  requiring  much 
longer  times  for  treatment.  Intentionally  or  not, 
such  laws  seem  to  imply  that  late  life  illnesses 
are  irreversible;  just  make  the  old  people 
comfortable  until  they  die. 

Perhaps  the  same  message  can  be  read  in 
the  fact  that  physician  reimbursements  are 
considerably  lower,  and  take  longerto  receive, 
than  those  from  other  third  party  carriers.  It  is 
not  surprising  that  there  exists  an  enormous 
quantitative  and  qualitative  health  care 
delivery  deficit  to  the  elderly,  when  one 
considers  the  physician  perspective.  However, 
such  physician  payment  problems  are  not 
meant  to  justify  or  completely  explain 
suboptimal  care  to  the  elderly.  One  may  also 
legitimately  ask  why  the  elderly  should  seek 
care  under  the  present  system  if  they  wish 
neither  to  be  hospitalized,  nor  to  expend  the 
other  59  percent  to  cover  what  Medicare 
doesn't. 


Legislation  creating  such  programs  as 
Social  Security,  Medicare  and  Medicaid  has 
undoubtedly  served  useful  purposes. 
However,  one  might  speculate  that  these 
programs  have  inadvertently  fostered  employ- 
ment, dependency  and/or  unrequited  life 
pursuits— in  effect,  forced  the  aged  into  the 
"system."  Once  there,  they  are  a  captive 
audience.  The  system  says:  "You  can  use  me, 
but  don't  change,  don't  get  ambitious;  don't 
reconcile  your  psychological  books  by 
wanting  more  or  other  than  I  can  offer; 
because  if  you  do,  rest  assured  that  I  will 
punish  you.  And  then  where  will  you  be!"  Good 
point! 
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Family:  The  family  can  either  be  a  source  of 
support  or  a  source  of  grief  for  the  aging  or 
aged  individual.  Family  is,  in  fact,  one  more 
marketplace  where  needs  can  be  gratified  in 
pursuit  of  psychological  comfort.  As  long  as 
individual  family  members  find  it  an  apt  and 
nourishing  source,  conflicts  are  rare  and/or 
well  tolerated.  With  the  elderly,  however,  the 
family  assumes  even  greater  significance, 
because  conflict  there  is  often  resolved  by 
their  extrusion.  Alternative  sources  of 
gratification  generally  rank  lower  than  that  of 
the  family  for  those  individuals  who  have 
invested  greatly  in  or  are  presently  in  great 
need  of  family  life. 

The  ideal  family,  if  one  in  fact  exists,  is  one  in 
which  the  individual  members  can  gratify  their 
needs,  while  allowing  each  other  to  continue 
their  psychosocial  development  with  minimal 
interference.  Unfortunately,  this  is  not  always 
possible,  and  individual  "agendas"  become 
predominant.  For  example,  many  elderly  are 
maintained  in  the  home  for  fear  of  religious 
retribution.  Others  are  kept  so  that  the  younger 
individuals  can  satisfy  previously  ungratified 
needs  to  be  a  "better"  son  or  daughter.  Of 
course,  they  may  do  so  to  capitalize  on  the 
elder's  estate.  The  aged  person  may  also  be 
"used"  as  a  convenient  wedge  between  the 
younger  couple  to  prevent  their  interpersonal 
contact  in  an  already  troubled  marriage. 

It  would  be  unfair,  however,  to  shift  the  onus 
of  responsibility  or  blame  to  younger  persons 
alone,  since  the  elderly  person,  in  most  cases, 
has  the  capacity  to  accept  or  decline  the 
invitation  to  "move  in"  or  "remain"  in  the 
children's  home,  or  to  sever  or  maintain  an 
uncomfortable  relationship.  As  with  the 
younger  family  members,  the  aged  person  may 
likewise  have  an  agenda  which  heorsheseeks 
to  fulfill  in  the  family  setting,  and  which  may 
cause  conflict.  Several  frequently  observed 
agendas  include:  a  need  to  complete  the 
unfinished  business  of  being  a  "better"  parent; 
feelings  of  helplessness,  resulting  from  the 
need  to  fend  for  oneself;  a  desire  to  control 
family  members  when  other  usual  sources  are 
no  longer  available;  a  role  perceived  as  useful 
in  performing  usual  and  previously  done 
household  tasks;  a  dependent  personality 
baseline,  etc. 


Roots  of  Ageism 

As  with  prejudice,  the  roots  or  sources  of 
ageism  are  numerous.  The  most  commonly 
noted  causes  include  reawakened  parental 
conflicts;  a  sense  of  one's  own  vulnerability 
and  mortality;  and,  health  and  social  service 
providers'  self-perceptions  of  clinical 
incompetence  in  treating  this  population.  All  of 
these  may  be  evoked  upon  contact  with,  or 
thoughts  of,  aging  and  the  aged.  In  response, 
the  individual  in  whom  these  thoughts  or 
feelings  are  evoked  will  tend  commonly  to 
avoid  the  offending  stimulus— the  elderly 
themselves,  or  thoughts  of  the  individual's  own 
aging. 

It  is  rare,  however,  for  one  either  to  admit,  or 
take  cognizance  of  the  reasons  for,  their 
distaste  of  the  aging  and  the  aged.  Since 
avoidance  is  the  desired  endpoint,  however, 
one  must  seek  a  viable  rationale  for  his  or  her 
avoidance  behavior.  In  other  cases,  negative 
feeling  may  be  strong  enough  to  result  in 
overtly  hostile  acts.  Regardless,  the  results  are 
the  same— the  manifestation  of  ageism. 

It  also  must  be  remembered  that  the  elderly 
or  middle  years  individuals  themselves  either 
may  buy  into  the  myths  of  aging,  or  become 
manifestly  ageistic.  In  the  case  of  the  former, 
this  may  be  the  path  of  least  resistance,  since, 
for  the  elderly,  "bucking"  the  system  may  be 
rigorous,  impossible,  or  provoke  real  or 
imagined  fears  of  retaliation.  Importantly, 
however,  there  exists  a  subpopulation  of  aging 
and  aged  whose  personality  baseline  predis- 
position is  to  withdraw,  disengage,  and  save 
one's  energy.  In  the  second  response  of  the 
aging  and  aged  (manifestily  ageistic),  the  older 
individual  seeks  to  separate  himself  or  herself 
from  others  of  the  same  age  range. 
Justification  for  such  avoidance  must  likewise 
be  provided,  as  with  younger  populations.  It  is 
not  uncommon  to  hear  these  persons  make 
such  comments  as:  "I  don't  want  to  be  around 
all  those  old  people."  Or,  "Get  me  out  of  here. 
I'm  going  to  get  sick  being  on  this  old  age 
ward,"  when  referring  to  people  of  his  or  her 
own  age.  The  rationale  for  this  last  group's 
avoidance  is  generally  fear  of  their  own  dying 
and  death. 
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Some  Proposed  General  Solutions 

When  one  speaks  of  ageism,  one  speaks  of 
prejudice.  When  one  seeks  to  eradicate 
ageism,  therefore,  one  seeks  to  eradicate 
prejudice. 

Fragility,  the  predominant  characteristic  of 
the  human  condition,  is  fertile  soil  for  the 
growth  and  nurturing  of  prejudice.  This  flaw 
will  likely  remain  uncorrected  in  this  and 
many  lifetimes  to  follow.  Hence,  there  is  no 
perfect  route  to  the  dissolution  of  ageism.  That 
is  not  to  say,  however,  that  our  efforts  should 
not  be  strenuously  directed  toward  that  worth- 
while end.  Without  such  a  goal,  motivation, 
another  characteristic  of  humanity,  would 
suffer.  What,  then,  are  some  steps  which  might 
be  taken  to  at  least  diminish  ageism?  The 
answers  are  not  easy. 


At  this  point  in  the  evolution  of  science, 
genetic  engineering  to  block  the  expression  of 
a  consitutional  predisposition  to  prejudice  is 
beyond  comprehension.  An  exciting  prospect, 
it  is  not  mentioned  to  unfairly  titillate.  Instead, 
it  is  presented  to  underscore  the  fact  that  the 
prevention  and  correction  of  this  prejudice 
must  be  launched  in  the  crib,  much  the  same  as 
the  prevention  of  prejudice  to  race  or  creed. 
Because  prejudice  is  often  born  of  individuals 
who  perceive  themselves  as  incomplete,  and 
tend  to  project  their  inadequacies  onto  others, 
parenting  skills  designed  to  maximize  self- 
esteem  in  the  developing  child  must  be 
imparted.  Because  prejudice  is  also  born  of 
fear,  and  lack  of  exposure  to  the  old  in  the 
presence  of  a  role  model  is  a  common  cause  of 
fear,  the  developing  child  must  not  be  deprived 
of  that  quality  of  exposure  and  relationship 
with  his  or  her  elders. 


Health  care  students  and  graduate  practi- 
tioners must  be  taught  the  principles  and 
practice  of  optimal  health  care  delivery  to  the 
aging  and  aged.  A  provider's  self-esteem  is 
dependent  largely  on  self-perceptions  of  his  or 
her  clinical  competence.  While  strides  are 
being  made  in  enhancing  the  quality  and 
quantity  of  education  to  these  populations,  it  is 
the  rare  program  that  is  comprehensive 
enough  to   provide   adequate  training. 


Essential  to  completing  this  task  is  the 
provision  of  knowledgeable,  supportive  and 
enthusiastic  role  models  to  "walk  the  student" 
through  this  experience.  Medical  and  other 
professional  schools  must  also  rid  themselves 
of  the  rampant  "acutism"  which  pervades  their 
curricula.  Graduates  of  such  programs  do  not 
feel  good  about  their  clinical  abilities,  and, 
hence  themselves,  unless  they  can  cut  it  out  or 
kill  it! 


Myths  about  aging  and  the  aged  must  be 
overturned  through  education  of  the 
professional  and  lay  public.  They  must  be 
taught  that  we  age  in  very  individual  ways  and 
at  different  rates.  They  must  be  informed  of  the 
fact  that  nothing  magical  happens  between 
birthdays;  that  the  morning  of  our  65th 
birthday  does  not  find  each  of  us  possessed 
with  an  overwhelming  desire  to  tool  a  leather 
belt,  make  an  ashtray,  or  socialize.  They  must 
be  taught  that  the  major  determinant  of  our 
future  arises  from  our  past.  For  example,  if 
one  has  been  basically  introverted  before  age 
65,  one  will  likely  be  so  after65.  If  one  engaged 
in  sexual  intercourse  twice  a  week  before  age 
65,  it  is  likely  that  this  will  not  change  for  most 
of  the  years  following.  If  one  was  able  to 
tolerate  stress  relatively  well  in  earlier  adult- 
hood, the  same  propensity  will  be  there  later, 
although  there  may  be  gradual  increase  in  the 
time  to  recuperate.  In  short,  health  care 
providers  must  learn  that  one  did  not  become 
old  when  they  reached  65,  or  when  they 
crossed  the  clinical  threshold.  They  must  be 
aware  that  optimal  health  care  must  be 
patterned  on  the  individual's  premorbid  base- 
line; one  does  not  make  a  previously 
introverted  individual  "get  down  and  boggie." 
One  does  not  make  an  individual  who 
previously  manifested  a  narrow  range  of 
choices  face  a  large  list  of  alternatives.  In 
short,  treatment  and  approach  must  be 
tailored  to  the  patient,  and  not  vice  versa. 


The  elderly  must  be  given  the  same 
opportunities  to  make  decisions  about  life 
pursuits  as  younger  people  are.  Our  elders 
must  assume  responsibilities  for  their  actions, 
and  realize  that  their  voice  can  be  heard  by  the 
vote. 
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Politicians  must  depend  on  guidance  from 
all  informed  sources,  including  the  elderly,  as 
much  as  possible.  They  must  be  guided  by  this 
more  than  the  vote. 

This  discussion  has  not  been  intended  to 
criticize  as  much  as  comment  and  challenge. 
The  elderly  are  people,  too.  They  form  a  vast 
and  potential  resource  for  our  country.  We 
must  enable  ourselves  to  look  for  and  tap  this 
wealth,  and  we  must  enable  the  elders  to  look 
within  and  tap  their  own  wealth.  If  we  could  see 
the  elderly  as  individuals,  and  not  as  members 
of  an  age  range,  then  perhaps  obstacles  to 
their  pursuit  of  psychological  comfort  would 
be  lessened,  and  their  chance  for  graceful 
aging  would  be  increased. 

The  time  for  change  is  now.  We  wait  in  the 
wings  to  take  their  place! 
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RADAR 

Research  and  Demonstration  Activity  Report 


National  Health  Insurance 
Information  Needs 

In  this  report,  the  National  Committee  on 
Vital  and  Health  Statistics  (NCVHS)  examines 
the  central  concepts  and  information  needs 
which  will  be  required  by  any  health  plan  of 
national  scope.  The  continuing  debate  over 
the  development  of  national  health  insurance 
has  generated  a  variety  of  proposals.  A 
significant  lesson  to  be  learned  from  the 
multitude  of  deliberations  is  that  program 
management  and  public  accountability  suffer 
when  insufficient  thought  and  planning  are 
devoted  to  data  and  information  needs. 

Regardless  of  the  detailed  features  of  the 
national  health  insurance  program  that  is 
passed  by  Congress  (i.e.,  whether  it  is 
centralized  or  decentralized,  comprehensive 
or  limited  in  scope,  public  or  private), 
information  will  be  needed  to  address 
fundamental  questions  raised  by  program 
management,  Congress,  and  the  public. 
Although  specific  details  of  the  information 
systems  differ  among  the  various  plans,  a  basic 
set  of  concepts  is  fundamental  regardless  of 
the  specific  form  or  content  of  the  national 
health  insurance  program  eventually  adopted. 
These  concepts  include  those  necessary  for 
effective  management  as  well  as  information 
needs  of  the  national  health  insurance 
program  for  public  accountability.  "Effective 
management  requires  data  for  (a)  description 
of  the  population  served;  (b)  projection  of 
revenues,  use,  and  expenditures,  and 
comparison  of  those  forecasts  to  actual 
experience;  and  (c)  provider  identification  and 
monitoring.  Public  accountability  requires 


conversion  of  data  into  information  about  the 
conduct  and  rationale  of  legislative  and 
operational  policies,  and  the  achievement  of 
stated  goals." 

Legislative  Recommendations:The NCVHS  is 
convinced  that  the  need  for  information  must 
be  specifically  addressed  in  national  health 
insurance  (NIH)  legislation.  The  system  that 
will  generate  this  information  should  meet  two 
essential  demands.  "First,  the  information 
should  be  population  based;  that  is,  resources, 
services,  and  funds  associated  wth  NHI  should 
be  expressed  in  terms  of  persons  enrolled  and 
persons  using  services.  Second,  the  structure 
and  administrative  organization  of  data  activi- 
ties should  promote  accuracy,  effectiveness, 
and  efficiency  in  the  collection,  processing, 
and  analysis  of  data." 

Congress  needs  to  know  that  an  informatior 
system  must  be  designed  to  ensure  effective, 
efficient  administration  of  national  health 
insurance,  promote  public  accountability,  and 
provide  a  basis  for  policy  formulation.  The 
information  system  should  provide  necessary 
data,  through  both  direct  acquisition  and  the 
use  of  secondary  sources  for  management, 
evaluations,  and  policy  analysis  studies.  This 
system  depends  on  the  designations  of  an 
office/offices  responsible  for  these  functions. 
Additionally,  annual  reporting  to  Congress  will 
be  necessary  as  well  as  the  establishment  of  a 
commission  on  NHI  information  needs  to 
recommend  policy  and  review  the  system. 

Information  Needs/Program  Management: 

A  national  health  insurance  system  will  gener- 
ate two  basic  kinds  of  information.  The  first 
kind  is  information  derived  from  operation 
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of  the  NHI  plan.  This  material  is  intended 
primarily  to  serve  the  major  functional  areas  of 
management,  enrollee  eligibility  determin- 
ation and  "marketing,"  provider  eligibility 
determination,  financial  management,  and 
program  oversight.  Additionally,  this  material 
will  be  useful  in  addressing  many  policy  and 
evaluation  issues. 

NHI  managers  need  to  be  able  to  answer 
pertinent  questions:  "What  are  the  amounts 
and  sources  of  actual  and  projected  NHI 
revenues?  Are  these  sources  (e.g.,  rates  of 
employer/employee  contributions)  adequate 
to  meet  current  and  projected  needs?  What  are 
the  actual  and  projected  total  program 
expenditures?  Per  capita  expenditures? 
Expenditures  for  various  types  of  services- 
hospital  care,  physicians'  visits,  home  care, 
and  so  forth?  What  are  the  administrative  costs 
of  operating  NHI?  Is  the  level  of  administrative 
expense  reasonable,  that  is,  are  benefits  (pro- 
portion of  revenues  expended  on  services  for 
enrollees)  maximized?  If  various  underwriters 
or  intermediaries  are  used,  how  do  their 
administrative  costs  vary?  How  many  of  what 
types  of  services  are  purchased  with  program 
funds?  What  are  the  use  and  expenditure 
patterns  in  various  delivery  settings  (e.g., 
group  versus  individual  practices)  and  pay- 
ment methods  (e.g.,  fee-for-service  versus 
capitation  arrangements)?  What  are  projected 
changes  in  these  patterns  and  their  implica- 
tions for  NHI  program  costs?" 

To  answer  these  and  related  questions  there 
is  necessity  for:  (a)  cost  reports  from  providers 
of  service,  insurance  companies,  and  other 
fiscal  agents;  (b)  utilization  data  accumulated 
from  visit  records,  encounter  forms,  discharge 
abstracts,  and/or  claims  for  payment;  (c) 
operating  budgets  from  plan  managers;  and, 
(d)  enrollment  data  by  which  the  socio- 
demographic  and  geographic  characteristics 
of  program  beneficiaries  can  be  obtained  for 
projecting  NHI  revenues  and  expenditures. 

Undoubtedly,  these  administrative 
imperatives  will  generate  a  management 
information  system  within  NHI.  Data  about 
enrollees,  patients,  providers,  intermediaries, 
services,  revenues,  costs,  and  expenditures 
will  be  collected  in  this  system.  In  addition  to 
addressing  management  questions,  these 
program  data  and  theirstatistical  compilations 
can  help  answer  the  policy  questions  that 


should  continually  be  asked.  Development  of 
such  a  capability  has  often  been  neglected  in 
the  effort  to  satisfy  administrative  needs.  The 
data  needs  of  policy  analysis  and  evaluation 
must  be  given  specific  attention  at  an  early 
stage  of  plan  design. 


Information    Needs/Accountability:  The 

second  basic  kind  of  information  that  will 
be  generated  to  serve  NHI  is  that  needed  to 
address  the  basic  concern  of  public 
accountability:  to  ensure  that  the  NHI  plan  is 
fulfilling  the  intent  of  Congress  and  is 
achieving  its  stated  objectives.  As  such,  the 
functions  of  public  accountability  include 
demonstration  of  progress  toward  the  goals  of 
equity,  quality  assurance,  rational  resource 
allocation,  cost  containment,  effectiveness 
and  efficiency,  financial  protection,  and 
improvements  in  health.  Development  of 
public  accountability  data  often  will  need  to 
rely  on  a  variety  of  sources,  only  one  of  which 
is  program  data. 

To  keep  the  complexity  and  cost  of  this 
system  to  a  minimum,  thorough  coordination 
of  the  organization  units  involved  and  the 
methodologies  employed  is  necessary.  Use  of 
the  same  sampling  frames  for  NHI-related 
surveys  is  one  means  of  coordination.  Others 
are  use  of  uniform  minimum  data  sets, 
classification  schemes,  and  glossaries  among 
the  various  sources  to  ensure  data 
comparability  and  to  allow  synthesis  of  varied 
data  for  analysis.  Clear  designation  of 
authority  and  responsibility  for  all  data 
activities  would  facilitate  a  smooth,  sensible 
flow  of  data  from  local  levels  to  the 
management  offices,  where  policy  issues  are 
analyzed.  In  turn,  the  useful  products  of  that 
data  flow  could  then  be  returned  to  the  local 
level,  where  they  would  be  directly  applied  to 
specific  health  care  needs. 


Summary:  "The  NCVHS  is  committed  to  the 
elimination  of  unnecessary  or  duplicative  col- 
lection of  health  data  while  achieving  a  com- 
mon minimal  level  of  uniformly  defined  data  to 
permit  necessary  sharing  and  comparison  of 
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resultant  health  and  health  services  informa- 
tion, while  observing  strict  confidentiality.  The 
following  principles  are  strongly  endorsed  by 
the  committee: 

•  The  information  system  must  have  the 
capability  to  (a)  count  the  number  of 
persons  enrolled,  the  number  served,  and 
the  services  used,  and  (b)  link  these 
measures  to  available  resources,  NHI 
revenues  and  expenditures,  and  health 
status. 

•  If  the  entire  population  is  not  covered  by 
NHI,  then  the  information  system  must 
have  the  capability  to  estimate 
periodically  the  size  and  demographic 
characteristics  of  both  covered  and 
noncovered  groups,  and  their  utilization 
of  both  covered  and  noncovered  services. 

•  Mechanisms  must  be  built  into  the  infor- 
mation system  to  assure  accuracy,  timely 
data  collection  and  processing,  and  useful 
applications  of  data  to  management, 
policy  and  evaluation  activities." 

Additionally,  the  NCVHS  wants  to  avoid  the 
costly  trap  of  gathering  data  for  their  own  sake. 
They  believe  that  the  value  of  the  knowledge 
gained  must  justify  the  costs  associated  with 
data  collection  and  analysis.  Existing 
information  sources  must  be  used  whenever 
possible.  There  must  be  a  regular  updating  of 
the  system  to  reflect  the  identification  of 
effective  approaches  to  data  collection  and 
analyses.  And,  of  significant  importance,  there 
must  be  coordination  between  the 
organizational  units  to  ensure  efficient  transfer 
of  information  and  to  avoid  costly  duplicative 
activity. 

Copies  of  this  report,  Information  Needs  of 
National  Health  Insurance,  (Publication  No. 
PHS  80-1159)  may  be  obtained  from  the  Public 
Health  Service,  Office  of  Health  Research, 
Statistics  and  Technology,  National  Center  for 
Health  Statistics,  Hyattsville,  MD  29782. 

Long  Term  Care  Minimum  Data  Set 

The  National  Committee  on  Vital  and  Health 
Statistics  has  also  convened  a  Technical 
Consultant  Panel  on  long  term  care  to 


recommend  a  minimum  data  set  for  that 
segment  of  the  health  care  continuum. 

The  minimum  data  set  for  long  term  health 
care  originated  in  a  working  conference  in  May 
1 975,  jointly  sponsored  by  the  National  Center 
for  Health  Statistics  and  Johns  Hopkins 
University.  The  conference  recommendations 
were  sent  by  the  Secretary  of  Health, 
Education,  and  Welfare  to  the  National 
Committee  on  Vital  and  Health  Statistics  for 
action.  The  Technical  Consultant  Panel  on 
Long  Term  Health  Care  Data  was  appointed 
and  met  for  three  years  in  various  sessions. 
The  Panel  included  representatives  from 
government  and  outside  agencies  concerned 
with  long  term  care. 


Objectives  and  Criteria:  The  long  term  care 
data  set  focuses  on  people  in  the  health  care 
system,  their  problems  and  their  use  of 
services,  the  report  states.  It  does  not  attempt  to 
meet  all  the  specifications  of  population  based, 
household  survey,  but  rather  is  designed  to 
complement  already  available  data.  The  primary 
purpose  of  the  data  set  is  to  describe  transac- 
tions between  the  long  term  care  sector  and 
people  with  health  problems  of  long  duration. 

"In  long  term  care  there  is  seldom  a  single 
medical  diagnosis,  and  people  with  the  same 
diagnoses  respond  differently  to  their 
impairments,  depending  not  only  on  age  and 
severity,  but  also  on  their  personal,  social,  and 
economic  resources,  and  supporting  environ- 
ment," the  report  states.  Cure  is  seldom  a 
realistic  goal  in  long  term  care;  its  objectives 
are  better  stated  in  terms  of  helping  persons  to 
cope  with  their  disabilities,  to  decrease  their 
dependency  on  others.  Family  and  community 
support  is  just  as  important  to  long  term  care 
as  medjcal  care. 

Reflecting  the  multidimensional  nature  of 
long  term  care,  this  data  set  departs  from  the 
strictly  medical  model  and  is  designed  to  cover 
all  age  groups;  any  physical  or  mental  disorder 
or  impairment  of  long  or  lifetime  duration; 
diagnostic,  preventive,  therapeutic,  rehabili- 
tative and  supportive  services;  services  pro- 
vided in  institutions,  in  ambulatory  care  set- 
tings, and  in  the  home;  and,  the  activities  of 
all  personnel  who  contribute  to  the  optimal 
functioning  of  their  client,  including  social 
workers,  teachers,  therapists,  nutritionists, 
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and  personal  care  staff,  as  well  as  physicians 
and  nurses. 

Despite  the  scope  of  the  data  set,  and  the 
multiple  uses  for  which  it  is  intended,  its 
designers  believe  it  to  be  minimum,  and  that  it 
requires  a  small  amount  of  carefully  selected 
data  that  can  be  uniformly  and  routinely 
assembled.  The  development  of  useful  long 
term  care  statistics  depends  on  some 
expansion  and  standardization  of  long  term 
care  recordkeeping  systems. 

The  minimum  data  set  for  long  term  health 
care  encompasses: 

1.  Personal  Identification 

2.  Sex 

3.  Birth  Date 

4.  Race  and  Ethnicity 

5.  Marital  Status 

6.  Usual  Living  Arrangements 

7.  Court  Ordered  Constraints 

8.  Vision 

9.  Hearing 

10.  Communication 

11.  Basic  Activities  of  Daily  Living 

12.  Mobility 

13.  Adaptive  Tasks 

14.  Behavior  Problems 

15.  Disorientation  or  Memory  Impairment 

16.  Disturbance  of  Mood 

17.  Primary  and  Other  Significant  Diagnoses 

18.  Provider  Identification 

19.  Last  Principal  Provider 

20.  Date  of  Admission  and  Commencement 
of  Service 

21.  Direct  Services 

22.  Principal  Source  of  Payment  for  Services 

23.  Changes 

24.  Discharge  or  Termination  of  Services 

The  Panel  also  addresses  confidentiality 
problems  in  collecting  national  data;  this  data 
set  does  not  specify  universal  numbering 
systems  for  clients  and  providers.  Thus,  cross 
linkage  between  data  would  be  dependent 
upon  systems  established  by  various 
collectors  of  data.  This  provides  a  certain 
degree  of  safeguarding. 

Research  Recommendations:  The  Panel 
concludes  their  report  with  recommendation  for 
researching  and  field  testing  in  certain  areas. 
Priority  research  should  occur  in  these  areas: 
studies  of  reliability,  validity,  and  feasibility  of 


the  long  term  care  minimum  data  set;  data 
collection  methodology  and  costs;  studies  of 
utility  of  the  data  set;  and,  methodology  for 
quality  control  in  data  collection  and 
processing. 

Second  priority  is  recommended  for:  client 
profiles;  modules  for  special  populations; 
coordination  with  existing  systems; 
longitudinal  studies;  and,  population-based 
studies. 

Once  the  initial  field  testing  has  been 
completed,  the  Technical  Consultant  Panel 
adds,  a  monitoring  body  should  be  established 
to  make  adjustments  to  the  data  set,  to  review 
its  application,  to  help  maintain  standards,  and 
to  ensure  that  changes  in  the  system  are 
reflected  in  the  data  set. 

Copies  of  this  report.  Long  Term  Health  Care: 
Minimum  Data  Set,  (Publication  No.  PHS  80- 
1 1 58)  may  be  obtained  from  the  Public  Health 
Service,  Office  of  Health  Research,  Statistics 
and  Technology,  National  Center  for  Health 
Statistics,  Hyattsvi/le,  MD  29782. 

Recoupment  of  Medicaid 
Overpayments 

The  Federal  share  of  Medicaid  program 
costs  are  paid  through  quarterly  grants  to 
States  to  cover  estimated  program 
expenditures.  Cash  is  made  available  to  States 
through  the  letter-of-credit  method;  HHS 
specifies  the  amount  and  time  frames,  so  that 
States  can  withdraw  funds  as  needed  from  a 
Federal  Reserve  Bank.  Such  withdrawals 
should  be  on  the  basis  of  meeting  only 
immediate  disbursement  needs.  Quarterly 
awards  are  reduced  by  the  amount  that  prior 
quarterly  grants  exceeded  allowable 
expenditures,  as  reported  by  the  States  on  the 
Quarterly  Statement  of  Expenditures. 
Overpayments  reported  by  States  are  shown 
as  adjustments  to  expenses  on  the  quarterly 
report  and,  in  effect,  reduce  the  amount  of 
future  grant  awards— through  this  mechanism 
the  Federal  government  receives  credit  for  its 
share  of  recovered  overpayments.  If  a  State 
does  not  voluntarily  report  overpayments, 
Federal  financial  participation  may  be 
disallowed  and  deducted  from  subsequent 
grant  awards. 

In  a  June  1 980  report,  the  General  Account- 
ing Office  (GAO)  cites  the  Health  Care  Financ- 
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ing  Administration's  inconsistent  policies  and 
guidelines  concerning  Medicaid  overpay- 
ments to  States.  GAO  states  that  at  least  $222.6 
million  in  substantiated  or  potential 
overpayments  had  been  identified  but  not 
collected,  even  though  much  of  this  has  been 
outstanding  for  several  years. 

GAO  conducted  its  review  between  May 
1978  and  August  1979  at  HCFA  headquarters 
and  regional  offices  in  Atlanta,  New  York,  and 
San  Francisco.  State  Medicaid  agencies 
reviewed  were  California,  Georgia,  Florida, 
New  York,  and  South  Carolina.  New  York  and 
California  were  selected  because  they  have  the 
two  largest  programs.  Georgia,  Florida,  and 
South  Carolina  were  selected  because  they 
were  within  the  regional  office  area  of  the 
office  directing  the  review.  Also,  limited  work 
was  done  at  the  U.S.  Attorney's  Office  in 
Columbia,  South  Carolina,  and  at  the  Office  of 
the  Special  State  Prosecutor  for  Nursing 
Homes,  Health,  and  Social  Services  in  New 
York  City. 

The  five  review  States  had  recovered  about 
$18.7  million  in  Medicaid  funds,  the  Federal 
share  of  which  they  either  had  not  returned  or 
did  not  promptly  return.  This  is  inconsistent 
with  Federal  regulations  (45  CFR  201.66) 
requiring  that  States  should  immediately  repay 
the  Federal  government  for  unallowed 
expenses  claimed  under  various  family 
assistance  programs,  including  Medicaid, 
except  when  the  amount  due  exceeds  2-1/2 
percent  of  the  estimated  annual  State  share  of 
allowable  program  expenses.  Repayment  in 
installments  is  allowed  when  the  amount  due 
exceeds  this  percentage  and  when  certain 
other  conditions  are  met;  however,  normally 
the  amount  due  does  not  exceed  the  2-1/2 
percent  limit.  Even  though  most  guidance 
available  on  recovery  of  overpayments 
supports  the  immediate  refund  approach, 
HCFA  has  not  implemented  such  an  approach 
except  in  occasional  highly  visible  cases,  GAO 
states. 

The  States  apparently  view  the  Medicaid 
program  as  a  "partnership"  between  the  States 
and  Federal  government,  the  reviewers 
indicate,  and  this  extends  to  believing  the 
Federal  government  should  share  in  any  State 
overpayment  losses.  GAO  found  it  common 
practice  among  the  States  reviewed  to 
withhold  credit  of  the  Federal  share  until  after 


overpayments  have  been  recovered.  GAO 
charges  that  States  have  been  neither  timely 
nor  vigorous  in  collecting  documented  over- 
payments, resolving  potential  overpayment 
situations,  or  returning  the  Federal  share  of 
overpayments  recovered. 

The  report  maintains  that  in  all  five  States 
reviewed,  the  systems  for  controlling  and 
collecting  identified  overpayments  and  for 
resolving  potential  overpayment  situations 
were  fragmented,  cumbersome,  uncoordi- 
nated, and  slow.  It  further  states  that  the  roles 
and  responsibilities  of  individual  units  were 
not  clearly  defined,  and  working  relationships 
and  communication  channels  among  the  units 
were  notwell  established;  manyof  the  unitsdid 
not  maintain  accounts  receivable  or  other 
summary  records  for  control,  followup,  and 
resolution  of  confirmed  and  potential 
overpayments. 

GAO  advised  the  Secretary  that  since  the 
findings  were  presented  to  the  Administrator 
and  other  HCFA  officials,  corrective  action  to 
resolve  the  problems  identified  during  the 
review  has  been  taken  through  followup  on  the 
outstanding  overpayments  and  cash  balances. 
This  effort  has  been  expanded  into  other 
States.  Although  many  State  reviews  were  not 
started  or  completed,  responses  received 
through  January  1980  showed  that  since 
completion  of  GAO's  fieldwork,  States  had 
voluntarily  returned,  or  HCFA  representatives 
had  succeeded  in  obtaining  the  return  of  $41 .9 
million  as  the  Federal  share  of  excess  cash 
being  held  by  14  States,  and  old  overpayments 
recovered  by  one  State.  Also,  the  report  adds, 
HCFA  had  actions  underway  for  the  return  of 
an  additional  $39.2  million  in  funds  from  eight 
States,  which  principally  represented  the 
Federal  share  of  old  unrecovered 
overpayments. 

HCFA  officials  also  advised  GAO  of  the 
development  of  clearly  defined,  consistent 
criteria  for  States  to  follow  in  crediting  the 
Federal  government  with  its  share  of  Medicaid 
overpayments. 


Recommendations:  Although  satisfied  with 
the  corrective  action  taken  by  HCFA,  GAO  made 
the  following  recommendations.  HCFA  should 
prescribe  standards  for  States'  Medicaid  over- 
payment  recovery  systems.  The  standards 
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should  "cover  such  activities  as  defining  re- 
sponsibilities of  organizational  units  involved  in 
overpayment  recovery;  performance  standards 
similar  to  Medicare  for  the  States'  overpayment 
recovery  systems,  including  timely  audits, 
resolution  of  appeals,  recovery  actions,  return 
of  the  Federal  share  of  recoveries;  and  account- 
ing controls,  including  the  recording  and  aging 
of  accounts  receivable." 

HCFA  also  should  "take  credit  for 
overpayments  on  the  first  quarterly  requestfor 
Federal  Medicaid  grant  funds  submitted  after 
the  overpayments  are  substantiated,  unless 
the  States  demonstrate  that  their  overpayment 
recovery  systems  are  effective  and  in 
substantial  conformance  with  HHS's 
standards." 

Provided  a  State's  system  is  effective  and 
meets  HCFA  standards,  GAO  recommends 
that  States  should  be  allowed  a  reasonable 
period  for  resolving  disputes  and  recovering 
overpayments  before  returning  the  Federal 
share.  Such  an  approach  may  be  a  strong 
inducement  for  States  to  develop  effective 
systems  meeting  standards. 

Finally,  HCFA  should  require  States  to 
return  to  the  Federal  government  a 
proportionate  share  of  any  interest  earned  on 
overpayment  recoveries,  GAO  concludes. 

Single  copies  of  this  report,  "States  Should 
Intensify  Efforts  to  Promptly  Identify  and 
Recover  Medicaid  Overpayments  and  Return 
the  Federal  Share, "  HRD-80-77,  are  available 
free  of  charge  from  the  U.S.  General 
Accounting  Office,  Distribution  Section, 
Room  1518,  441  G  Street,  NW,  Washington, 
D.C.  20548. 


FDA  Drug  Approval 

This  General  Accounting  Office  (GAO) 
study  found  that  the  average  time  required  by 
the  Food  and  Drug  Administration  (FDA)  to 
approve  drugs,  some  of  which  could  provide 
therapeutic  benefits,  is  20  months.  GAO  also 
found  that  some  drugs  providing  at  least  a 
degree  of  therapeutic  gain  over  marketed 
drugs  have  been  approved  for  use  more 
quickly  in  foreign  countries. 

GAO  recommends  ways  the  FDA  can 
expedite  their  part  of  this  process.  It  does  not 


discuss  how  the  drug  industry  can  shorten 
their  processing  time  in  the  drug  approval 
process. 

In  conducting  their  study,  GAO:  contacted 
the  drug  industry,  pharmaceutical 
associations,  academia,  and  FDA  officials; 
compared  U.S.  drug  approval  procedures  with 
those  in  Canada  and  eight  European 
countries;  analyzed  the  FDA  review  process 
for  selected  new  drug  applications;  analyzed 
the  workload  of,  and  interviewed,  FDA 
physicians,  chemists,  and  pharmacologists 
who  review  new  drug  applications  for  their 
perceptions  of  this  process;  and  reviewed 
FDA's  use  of  scientific  and  management 
information  systems  in  its  drug  approval 
activities. 

The  FDA  regulates  the  testing  and  marketing 
of  all  drugs  used  by  humans  in  the  U.S.  To 
protect  the  public  health,  the  FDA  must  care- 
fully assess  new  drugs'  risks  and  benefits.  This 
process  is  lengthy;  it  often  takes  almost  as  long 
to  approve  an  important  drug  (one  that 
provides  a  major  or  modest  therapeutic  gain 
over  a  drug  already  marketed)  as  to  approve  a 
less  important  drug.  The  lengthy  approval 
process  delays  the  public  receiving  benefits 
important  drugs  can  provide  and,  according  to 
industry,  adds  substantially  to  the  cost  of 
developing  new  drugs,  GAO  asserts. 

The  Federal  Food,  Drug,  and  Cosmetic  Act 
requires  the  FDA  to  approve  new  drug 
applications  within  180  days  (about  six 
months)  after  filing,  or  an  applicant  should  be 
given  the  chance  for  a  hearing  concerning  the 
application's  deficiencies.  The  time  limit  is 
supposed  to  balance  the  government's  need 
to  have  enough  time  to  evaluate  new  drugs 
with  industry's  need  to  market  new  drugs  as 
promptly  as  possible.  The  law  permits  the  time 
to  be  extended  by  mutual  consent  between  the 
FDA  and  the  applicant. 

Of  132  new  drug  applications  submitted  in 
1975  to  the  FDA,  GAO  found  that  52  percent 
(69)  were  approved  by  the  end  of  May,  1979. 
The  average  approval  time  was  20  months— 17 
months  of  FDA  time  and  three  months  of 
industry  time.  Only  one  application  was  ap- 
proved within  six  months.  With  the  exception 
of  Sweden,  drug  approval  times  in  countries 
visited  by  GAO  were  considerably  shorter.  In 
contrast  to  the  U.S.,  disopyramide,  used  to 
treat  abnormal  heart  rhythm,  was  available 
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more  than  five  years  earlier  in  England,  while 
propranolol,  an  important  advance  in  treating 
high  blood  pressure  at  the  time  of  its  introduc- 
tion, was  available  more  than  seven  years 
earlier  in  that  country.  Sodium  valproate,  used 
to  treat  epilepsy,  was  available  about  six  years 
earlier  in  Switzerland. 


Reasons  for  Long  Approval  Times:  GAO 

cites  these  factors  as  contributing  to  lengthen- 
ing the  FDA  process: 

•  Imprecise  FDA  guidelines,  subject  to 
varying  interpretations. 

•  Scientific  and  professional  disagreements 
between  the  FDA  and  industry  are  not 
resolved. 

•  Slow  or  inadequate  FDA  feedback  to 
industry,  and  lack  of  promptness  in 
notifying  drug  firms  of  deficiencies  in 
applications. 

•  Lengthy  chemistry  and  manufacturing 
control  reviews. 

•  Limited  time  spent  reviewing  applications, 
and  uneven  workload. 

•  Incomplete  new  drug  applications,  and 
industry's  slow  rate  of  resolving  defi- 
ciencies. 

•  Intense  congressional  and  consumer 
scrutiny  of  the  drug  approval  process. 

•  Adversary  relationships  between  the  FDA 
and  the  drug  industry. 

•  FDA's  conservative  approach  to  drug  reg- 
ulation. 


FDA  Actions:  The  FDA  has  established  goals 
to  cut  by  25  percent  the  three  years  it  now  takes 
to  process  important  new  drug  applications,  and 
to  reduce  processing  time  for  all  other  applica- 
tions by  1  5  percent.  To  achieve  these  goals,  FDA 
plans  to  issue  guidelines  for  clinical  studies, 
manufacturing  controls,  and  submission  of 
applications,  and  to  streamline  the  review  pro- 
cess. GAO  recommends  that  the  FDA  monitor 
these  actions  and  revise  them  when  necessary 
to  assure  that  goals  are  met.  GAO  also  recom- 
mends that  the  FDA  use  paraprofessionals  to 
assist  reviewers  and  the  FDA  should  give 
industry  timely  feedback  on  application  defi- 
ciencies. Even  if  goals  are  met,  GAO  states,  the 


average  approval  time  will  be  about  15  to  17 
months. 

When  GAO  compared  the  U.S.  drug  ap- 
proval process  with  that  of  several  foreign 
countries,  they  identified  several  policies  or 
practices  that  tended  to  speed  up  approval  in 
those  countries. 

First,  many  foreign  countries  rely  heavily  on 
post-marketing  surveillance  systems.  Wide- 
spread study  of  drugs  after  marketing  would 
shed  evidence  on  safety  and  efficacy,  which  is 
not  obtainable  through  the  limited  control 
clinical  trials  presently  used  in  the  U.S.  to 
show  safety  and  efficacy.  The  present  FDA 
postmarketing  surveillance  system  is 
inadequate,  according  to  GAO,  and  FDA  does 
not  have  the  power  to  expeditiously  withdraw 
drugs  in  contested  cases  or  to  modulate  their 
use.  The  study  found  that  the  usefulness  of 
FDA's  present  system  is  affected  by  physician 
reluctance  to  report  drug  reactions,  because  of 
fear  of  possible  malpractice  suits,  and  the 
limited  feedback  to  physicians  reporting 
adverse  drug  experiences. 

Second,  there  is  extensive  use  in  foreign 
countries  of  an  expert  committee  to  review  and 
approve,  or  recommend  approval  of,  important 
new  drugs.  In  foreign  countries,  the  profes- 
sional status  of  the  committee  lends  consid- 
erable credibility  to  its  recommendations, 
serves  as  a  buffer  between  the  regulatory 
agency  and  political  and  consumer  advocates, 
and  expedites  the  review  and  approval  of 
drugs. 

Finally,  foreign  countries  often  accept  clin- 
ical data  from  other  countries  as  proof  of  the 
safety  and  efficacy  of  a  new  drug.  If  the  FDA 
accepted  adequate  and  well  controlled  foreign 
clinical  studies,  important  new  drugs  might  be 
introduced  earlier.  GAO  contends  that  FDA 
policy  on  the  acceptance  of  foreign  data  needs 
to  be  formally  clarified. 

GAO  found  that  FDA  reviewers  do  not  exten- 
sively use  available  drug  information  systems 
in  evaluating  new  drug  applications.  GAO 
recommends  that  the  FDA  evaluate  their  sys- 
tems to  determine  how  well  they  can  serve  the 
drug  review  process,  train  reviewers  to  en- 
hance their  awareness  of  existing  information 
systems,  and  make  the  systems  more  respon- 
sive to  reviewer  needs  in  order  to  increase 
use  of  the  systems. 
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Pending  Legislation:  At  the  time  this  report 
was  prepared,  the  96th  Congress  had  intro- 
duced two  drug  regulation  reform  bills.  GAO 
believes  these  bills  contain  proposals  which 
would  shorten  the  review  and  approval  process 
for  new  drug  applications,  or  would  improve 
health  care  for  people.  These  proposals  would: 

•  Require  drug  firms  to  establish  and  main- 
tain a  system  for  collecting  and  reporting 
adverse  drug  reaction  information  (post- 
marketing surveillance). 

•  Allow  informal  procedures  for  resolving 
scientific  disagreements  between  the  FDA 
and  drug  firms. 

•  Reduce  duplicate  clinical  tests  on  already 
marketed  drugs.  This  would  avoid  dupli- 
cate industry  testing,  and  would  allow  the 
FDA  to  use  its  limited  number  of  reviewers 
more  effectively. 

•  Reduce  drug  regulation  in  the  early 
phases  of  new  drug  testing  to  encourage 
more  drug  innovation  in  the  U.S. 

•  Accelerate  approval  of  breakthrough 
drugs  (major  therapeutic  advances)  to 
permit  use  of  such  drugs  much  sooner 
than  they  normally  would  become  avail- 
able. 

•  Restrict  distribution  of  certain  drugs  that 
are  suited  for  a  controlled  environment, 
but  which  would  not  be  approved  for  gen- 
eral distribution  because  of  the  risk  in- 
volved. Such  restricted  use  would  make 
important  drugs  available  earlier,  and 
permit  the  use  of  some  drugs  that  might 
not  be  available  for  general  distribution. 

Single  copies  of  this  report  "FDA  Drug  Ap- 
proval—A Lengthy  Process  That  Delays  the 
Availability  of  Important  New  Drugs, "  HRD-80- 
64,  May  28,  1980,  are  available  free  of  charge 
from  the  U.S.  General  Accounting  Office,  Dis- 
tribution Section,  Room  1518,  441  G  Street, 
NW,  Washington,  D.C.  20548. 

Medicaid  Management  Tool 

This  study,  "Medicaid  Bill  Processing 
System  Test  Evaluation,"  was  conducted 
under  contract  for  the  Health  Care  Financing 
Administration.  The  Medicaid  Bill  Processing 
System  Test  (BPST)  was  designed  to  help 
States  strengthen  their  Medicaid  management 
controls  of  physician  claims,  the  only  types  of 


claims  processed  under  BPST.  Also  included 
in  the  evaluation  report  is  standardized 
methodology  for  assessing  BPST  imple- 
mentation costs,  identifying  cost  effective 
system  improvements,  tracking  implementa- 
tion costs,  and  estimating  associated  savings. 
An  introductory  guide,  "BPST— A  Manage- 
ment Tool  for  State  Medicaid  Agencies,"  is 
also  included. 

While  Medicaid  has  improved  the  health 
status  of  its  recipients,  administrative  and 
fiscal  problems  remain.  In  a  program  with  over 
$20  billion  in  annual  expenditures,  a  payment 
error  rate  of  only  a  few  percentage  points  is 
extremely  costly.  For  example,  the  study  found 
almost  a  seven  percent  national  error  rate,  due 
solely  to  ineligibility  of  recipients.  This  trans- 
lates to  about  $1.4  billion. 

All  claims  processing  systems  require 
periodic  verifications.  There  are  several 
reasons  why  it  is  particularly  important  to  test 
Medicaid  claims  processing  systems. 

•  Systematic  errors  are  extremely  costly 
because  most  States  pay  several  hundred 
million  dollars  annually  in  claims. 

•  Many  opportunities  arise  for  error,  due  to 
the  hundreds  of  thousands  of  claims 
processed  annually  by  most  States. 

•  Some  Medicaid  claims  processing 
systems  are  often  patchwork  systems  with 
hidden  flaws  or  built  in  inefficiencies 
because  of  frequent  modifications  to  the 
basic  systems. 

•  A  number  of  States  do  not  have  direct 
management  control  over  the  accuracy  of 
day-to-day  operations,  since  they 
contract  for  their  claims  processing. 

BPST  is  a  "diagnostic  quality  assurance 
tool"  developed  to  measure  how  accurately 
and  effectively  a  Medicaid  claims  processing 
system  (manual  or  automated)  prevents 
erroneous  payments.  BPST  is  set  up  to  point 
the  way  to  needed  systems  improvements  and 
can  be  used  by  any  of  the  50  different  Medicaid 
State  claims  processing  systems. 

This  Medicaid  quality  control  system  was 
developed  late  in  1977,  demonstrated  in 
Nebraska  and  Kansas,  and  then  offered  to  all 
States  by  HCFA.  As  of  the  date  of  this  study,  it 
had  been  implemented  in  seven  additional 
States— Arkansas,  Hawaii,  Nevada,  New 
Mexico,  New  York,  Utah,  and  Wisconsin.  BPST 
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is  voluntary  and  does  not  require  the  reporting 
of  test  results;  HCFA  central  and  regional 
offices  will  help  interested  States  implement 
BPST. 


FIGURE  1:  Error  Types  Identified  by  BPST 

•  Manual  Claim  Review 

—  Missing  information 

—  Inconsistent  information 

•  Data  Validation  Processing 

—  Incorrect  claims 

Alpha/numeric  data  errors 
Invalid  codes 
Arithmetic  errors 
Logical  errors 
Incomplete  claims 

•  Data  Entry  Process 

—  Erroneous  alpha/numeric  entries 

—  Incorrect  charge  entries 

—  Invalid  code  entries 

—  Data  omissions 

—  Valid  but  incorrect  entries 

•  Recipient  Eligibility  and  Third  Party  Processing 

—  Ineligible  recipient 

—  Other  possible  sources  of  payment 

Medicare  coverage 

Prepaid  health  plan 

Other  medical  insurance  coverage 

Accident  liability 

—  Billing  time  limitation  exceeded 

•  Provider  Eligibility  and  Reasonable  Charge  Processing 

—  Ineligible  provider 

—  Allowable  reasonable  charge  exceeded 

—  Incorrect  other  Insurance  Payments 

•  Procedure  and  Diagnosis  Checking 

—  Erroneous  or  suspect  procedure 

—  Services  not  allowed 

—  Erroneous  or  suspect  diagnosis 

•  Duplicate  and  Conflicting  Claim  Processing 

—  Exact  duplicate  claims 

—  Near  duplicate  claims 

—  Conflicting  procedures 

—  Service  frequency  limitation  violations 

—  Prior  authorization  inconsistencies 

•  Multiple  Errors  within  Claims 

According  to  the  study,  BPST  can  save 
Medicaid  funds  by  identifying:  (1)  gaps  in  a 
State's  erroneous  payment  control 
mechanisms  and,  (2)  those  areas  in  which 
existing  controls  are  not  being  applied  or  are 
being  applied  inconsistently.  BPST  can  also 
provide  objective  assessments  of  inhouse 


Medicaid  claims  processing  systems  and  can 
bridge  gaps  between  data  processing  and 
policy  making  administrative  units.  In  addition, 
for  States  which  contract  for  claims 
processing  services,  BPST  provides  a  decision 
making  aid  and  increased  monitoring  and 
control  capacity  over  systems  contractors, 
over  whom  States  usually  have  limited  control. 

The  BPST  package  consists  of  a  set  of 
theoretical  test  Medicaid  claims  for  services 
provided  to  fictitious  physicians.  These  are 
processed  through  a  State's  claims  processing 
system.  Some  of  the  test  claims  represent 
accurate  claim  situations,  but  most  include  at 
least  one  error. 

Once  a  State  prepares  test  claims  and  adds 
fictitious  physicians  and  recipients  to  its 
master  files,  a  pretest  is  conducted  by  running 
several  test  claims  through  the  system  to  verify 
the  appropriateness  of  the  system  and  identify 
and  correct  unanticipated  problems.  Actual 
test  claims  are  then  entered  into  the  State's 
manual  and  automated  processing  systems 
and  each  test  claim  is  monitored  through  to  its 
final  disposition. 

Cost/Benefit:  Records  of  all  costs  are 
supposed  to  be  kept  during  the  BPST  imple- 
mentation process.  Unfortunately,  participat- 
ing States  have  not  kept  accurate  records  of 
costs  associated  with  BPST  implementation.  It 
also  appears  that  all  related  costs  may  not  have 
been  included,  even  where  rough  estimates 
have  been  made.  The  estimates  that  have  been 
made  have  averaged  about  $5,000,  suggesting 
that  BPST  implementation  costs  may  be  low. 
The  principle  cost  is  the  test  coordinator's 
salary. 

The  lack  of  implementation  and  other  cost 
data  precludes  any  true  determination  of  the 
cost  benefit  of  BPST.  Accordingly,  States  have 
been  unable  to  quantify  dollar  losses  resulting 
from  identified  errors,  compute  savings  that 
could  result  from  corrective  actions,  and 
identify  instances  in  which  the  cost  of  system 
improvement  would  exceed  savings. 

The  study  suggests  that  the  cost  benefit  of 
BPST  and  corrective  actions  can  be  assessed  if 
BPST  includes:  a  System  Improvement  Plan 
(SIP)  to  identify  and  eliminate  system 
weaknesses;  a  cost  benefit  analysis  of  the 
process  as  a  whole  and  individual  corrective 
actions;  and,  a  system  retest  at  least  every 
two  years,  or  more  often  if  error  incidence 
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increases,  a  State  changes  its  system 
contractor,  a  new  claims  processing  system  is 
installed,  or  there  is  a  major  change  in  the 
State's  Medical  Assistance  Plan  (parameters, 
coverage,  etc.).  In  such  circumstances,  it  may 
be  appropriate  to  retest  only  the  problem 
areas. 

Findings:  Several  interrelated  factors 
positively  influence  the  effectiveness  of  BPST. 
These  factors  include  a  high  level  of 
commitment  from  the  State  Medicaid  agency, 
proper  staffing  and  training,  careful  prepara- 
tion of  test  claims  and  recipient  and  provider 
records,  and  thorough  advance  planning. 

Interrelated  factors  that  would  impede 
effective  BPST  utilization  include  poor 
security  and  control,  forcing  claims  through 
the  system,  and  removing  system  edits  and 
paying  claims  inappropriately,  to  eliminate 
claims  backlogs  or  problems. 

The  evaluators  also  found  that  it  would  not 
be  practical  or  cost  effective  to  consolidate 
existing  Medicare  and  Medicaid  claims 
processing  tests,  or  to  develop  a  new  single 
system  for  use  by  both  programs.  The 
contractors  also  believe  that  a  combined  test 
would  not  significantly  reduce  implementa- 
tion costs.  According  to  the  study,  different 
test  mechanisms  are  justified  by  the  different 
nature  of  the  two  programs  (i.e.,  covered 
services  vary  by  State  under  Medicaid  and 
benefits  are  standardized  under  Medicare). 

The  study  also  indicates  that  effectuating 
uniform  billing  forms  and  procedure  codes 
would  have  no  effect  on  the  cost  effectiveness 
of  a  consolidated  system  test,  because  existing 
tests  already  account  for  differences  in  these 
areas  and  limit  the  negative  cost  implications 
of  State  multiple  procedure  coding  schemes 
and  billing  forms.  The  authors  stress  they  are 
not  denigrating  the  value  of  uniform  procedure 
codes  and  billing  forms,  which  is  supported 
and  is  currently  being  developed  by  HCFA,  but 
they  believe  that  such  action  would  not  save 
Federal  or  State  funds  under  HCFA's  present 
quality  control  mechanisms. 

Recommendations:  The  evaluators  believe 
that  BPST  developmental  work  should 
continue,  with  implementation  of  an  expanded 
test  to  include  nonphysician  providers  and 
certain  situations  affecting  provider  claims.  If 


this  is  done,  the  study  indicates,  the  dollar 
savings  realized  would  be  quite  substantial, 
while  the  additional  State  costs  to  expand 
BPST  would  be  "negligible." 

The  study  also  recommends  that  the  BPST 
test  package  be  expanded  to  be  more  generic, 
since  there  are  a  variety  of  medical  diagnoses 
codes  and  medical  procedure  codes  currently 
being  utilized  by  States  and  HCFA,  and  BPST 
only  uses  ICDA-8  medical  diagnoses  codes  for 
all  test  claims.  BPST  can  be  modified  to  be 
used  with  other  medical  diagnoses  codes  and 
medical  procedure  codes  currently  being 
adopted  or  already  being  utilized  by  HCFA  and 
some  States.  It  was  also  noted  that  many 
health  care  institutions  and  HCFA  are 
adopting  the  CPT-4  medical  procedure  coding 
scheme,  so  that  the  study  writers  recommend 
its  inclusion  in  test  claims. 

It  is  also  recommended  that  a  tracking  and 
control  mechanism  (not  currently  part  of 
BPST)  be  added  to  the  system  to  track  test 
claims  through  various  stages  of  States'  claims 
processing  systems.  The  study  recommends 
that  the  test  package  contain  a  sample  of  a 
detailed  claims  control  log  and  the  procedure 
for  maintaining  it.  The  tracking  mechanism 
would  also  allow  States  to  account  for  all 
claims,  identify  bottlenecks  in  the  claims 
processing  system,  measure  elapsed  time  and 
the  efficiency  with  which  claims  are  processed, 
control  cash  disbursements  by  creating  alerts 
when  test  claims  enter  the  check  production 
stage,  and  provide  a  full  list  of  checks  issued. 

Finally,  the  contractors  suggest  that  the  test 
package  and  user's  manual  place  emphasis  on 
the  use  of  BPST  test  results  for  systems 
improvement  plans. 

Future  use  of  BPST  will  depend  on  whether 
HCFA  will  continue  to  offer  BPST  for  voluntary 
use  in  monitoring  and  improving  State 
Medicaid  claims  processing  systems,  or  makes 
it  a  mandatory  part  of  HCFA's  quality  control 
programs. 

Further  information  concerning  BPST  can 
be  obtained  by  contacting  Robert  G.  Young, 
HCFA,  Bureau  of  Program  Operations,  Office 
of  Methods  and  Systems,  Division  of  Systems 
Planning  and  Development,  Room  G10  East 
High  Rise,  6401  Security  Boulevard,  Baltimore, 
Maryland  21235,  Telephone:  (301)  594-4885, 
FTS  934-4885. 
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Hypertension  Mortality  Rate  Study 


Hypertension  (high  blood  pressure),  one  of 
the  main  causes  contributing  to  death 
resulting  from  major  cardiovascular  diseases 
(CVD),  including  ischemic  heart  disease  (IHD) 
and  stroke,  is  a  major  public  health  problem 
having  tremendous  economic  impact.  This 
statistical  note,  produced  by  HHS's  National 
Center  for  Health  Statistics,  presents  data  on 
death  rates  for  hypertension  related  deaths 
from  CVD  and  strokes  by  U.S.  health  service 
areas,  and  can  be  used  to  provide  some 
guidance  to  health  planners. 

Hypertension,  which  afflicts  between  23  to 
60  million  Americans,  causes  the  death  of  over 
250,000  Americans  annually  and  disables 
many  others.  Even  though  it  is  one  of  the  few 
chronic  conditions  for  which  there  is  effective 
treatment,  it  goes  undetected  in  one-third  of 
the  people  who  have  it,  half  the  people  for 
whom  it  has  been  diagnosed  go  untreated,  and 
many  receiving  treatment  get  inadequate  care. 
The  situation  is  improving,  however,  as 
awareness  of  the  dangers  of  hypertension,  the 
relatively  simple  methods  of  detection, 
effective  medication  and  treatment  regimens, 
and  public  awareness  of  the  importance  of 
continuing  care  have  increased  in  recent 
years. 

Blood  pressure  varies  during  each  heart 
contraction  from  when  the  heart  is  most 
contracted  (systole)  to  when  it  is  most  relaxed 
(diastole).  For  the  U.S.  adult  population,  the 
mean  systolic  pressure  is  130  millimeters  of 
mercury  (mmHg)  and  the  mean  diastolic 
pressure  is  81  mmHg.  There  is  no  distinct 
physiological  cutoff  point  between  normal  and 
hypertensive  blood  pressure.  The  higher  the 
level  of  blood  pressure,  the  greater  the  risk  of 
death.  High  blood  pressure  causes  clinical 
complications  in  the  brain,  heart,  and  kidneys. 

Stress,  due  to  increased  blood  pressure  on 
vessels  in  the  brain,  can  cause  a  stroke  from 
cerebrovascular  hemorrhage.  Elevated  blood 
pressure  promotes  and  accelerates  athero- 
sclerosis, which  results  in  the  obstruction  of 


blood  vessels.  Surrounding  tissues  become 
impaired  and  die  when  blood  vessels  in  the 
heart  or  brain  close.  In  the  heart,  this  is  called  a 
myocardial  infarction  or  heart  attack.  In  the 
brain,  it  is  called  a  stroke. 

Kidney  failure  associated  with  hypertension 
does  not  cause  as  many  deaths  as  CVD  and 
cerebrovascular  disease,  but  its  medical  costs 
are  substantial  (about  $900  million  in  1977  for 
renal  dialysis  and  transplantation  medical 
costs). 

A  specific  cause  can  be  identified  for  five  to 
ten  percent  of  people  with  hypertension.  This 
type  of  hypertension  is  called  secondary 
hypertension.  When  specific  causes  cannot  be 
identified,  the  condition  is  called  essential 
hypertension. 

Numerous  risk  factors  appear  to  be 
associated  with  hypertension. 

Age:  Many  people's  blood  pres- 

sure levels  increase  with 
age. 

Race:  High  blood  pressure  is  twice 

as  prevalent  among  black 
persons  as  among  white 
persons  in  the  U.S.  and  it 
appears  to  develop  earlier, 
be  more  severe,  and  results 
in  a  greater  proportion  of 
deaths  at  a  younger  age  in 
black  persons. 

Family  History:  People  with  a  family  history 
of  hypertension  are  more 
likely  to  become  hyperten- 
sive as  they  grow  older. 

Pregnancy:  High  blood  pressure  is  a 
possible  complication  of 
pregnancy. 

Obesity:  Young  adults  who  are  over- 

weight and/or  gain  weight 
later  in  life  are  more  suscep- 
tible to  high  blood  pressure. 

Smoking:  Although  smoking  has  not 

been  proven  to  raise  blood 
pressure,  the  risk  of  cardio- 
vascular death  is  greater  for 
a  hypertensive  person  who 
smokes  than  for  one  who 
doesn't  smoke. 
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Studies  have  shown  that  intensive  treatment 
of  hypertension  can  reduce  death  rates.  In 
order  to  treat  secondary  hypertension  and 
bring  a  person's  blood  pressure  down  to 
normal,  the  specific  cause  of  the  high  blood 
pressure  must  be  discovered.  The  use  of  anti- 
hypertensive drugs  is  one  way  of  treating 
essential  hypertension. 

Trends:  The  CVD  mortality  rate  has  been 
declining  at  an  accelerating  rate  over  the  last 
30  years,  down  about  32  percent  during  that 
period,  even  though  almost  50  percent  of  all 
1977  U.S.  deaths  were  caused  by  CVD.  About 
three  quarters  of  the  reduction  occurred  in  the 
last  ten  years.  From  1968  through  1977, 
mortality  rates  from  IHD  declined  by  25 
percent  and  those  from  stroke  declined  by  37 
percent. 

As  shown  in  Tables  1  and  2,  since  1968, 
deaths  from  CVD  and  cerebrovascular 
diseases  have  been  declining  for  both  sexes, 
all  age  categories,  and  both  blacks  and  whites. 


The  reductions  in  mortality  rates  for  all  CVDs 
were  greatest  for  black  people,  especially 
black  females.  The  greatest  cerebrovascular 
mortality  rate  declines  have  occurred  among 
black  persons,  with  black  females  underage  65 
having  the  highest  percentage  decreases.  The 
study  points  out,  however,  that  there  is  very 
little  data  currently  available  to  determine 
whether  these  national  trends  hold  true  locally. 

The  study  points  out  that  there  are  many 
areas  in  which  health  planners  can  impact  on 
the  health  care  system,  such  as  public 
education  (e.g.,  education  concerning  risk 
factors  and  current  control  methods)  and 
assuring  the  availability  of  detection 
programs. 

Copies  of  "Hypertension-Related  Mortality 
By  Health  Service  Area  1968-72,"  are  available 
from  PHS,  Office  of  Health  Research, 
Statistics,  and  Technology,  NCHS,  3700  East 
West  Hwy.,  Hyattsville,  Maryland  20782. 
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TABLE  1:   Death  Rates  for  Selected  Causes  of  Death,  by  Race,  Sex,  and  Age:  United  States,  1977 


White  Black 

All 


Cause  of  death  and  age 

persons 

Male 

Female 

Male 

Female 

Major  cardiovascular  diseases 

Death  rates  per  10,000  population 

6.2 

6.1 

2.7 

18.1 

9.7 

0^  1 
<io.  I 

33.2 

10.0 

Oo.D 

63.7 

90.7 

33.2 

128.1 

75.7 

159.6 

222.4 

105.5 

242.5 

170.4 

Ischemic  heart  disease 

35-44  years  

3.8 

6.0 

1.1 

10.0 

4.1 

16.6 

26.7 

5.7 

34.5 

16.5 

46.7 

71.5 

21.7 

83.4 

45.5 

111.6 

164.3 

70.5 

151.2 

99.2 

Cerebrovascular  disease 

1.0 

0.8 

0.8 

3.5 

2.6 

45-54  years  

2.9 

2.5 

2.2 

8.9 

7.1 

55-64  years  

8.0 

8.0 

5.8 

22.4 

16.7 

26.0 

29.1 

20.2 

51.6 

42.4 

SOURCE:  Division  of  Vital  Statistics,  National  Center  for  Health  Statistics. 

TABLE  2:   Percent  Reduction  in  Death  Rates  for  Selected  Causes  of  Death,  by  Race,  Sex,  and  Age:  United  States,  1968-77 

White 

Black 

All 

Cause  of  death  and  age 

persons 

Male 

Female 

Male 

Female 

Major  cardiovascular  diseases 

Percent 

35-44  years  

32.3 

30.3 

31.3 

34.4 

47.2 

45-54  years  

25.0 

23.8 

25.6 

26.6 

35.3 

55-64  years  

24.6 

23.9 

23.4 

24.9 

34.1 

65-74  years  

26.1 

22.7 

29.1 

27.9 

32.8 

Ischemic  heart  disease 

35-44  years  

32.3 

31.7 

31.9 

31.1 

45.1 

45-54  years  

23.7 

23.7 

22.4 

22.2 

30.6 

55-64  years  

24.4 

24.3 

23.5 

21.1 

30.5 

65-74  years  

25.7 

22.5 

29.4 

24.5 

30.3 

Cerebrovascular  disease 

35-44  years  

37.6 

35.0 

31.9 

40.0 

52.8 

45-54  years  

35.7 

35.2 

32.6 

40.4 

45.1 

55-64  years  

34.7 

34.6 

28.9 

40.8 

45.4 

65-74  years  

36.5 

35.2 

36.4 

40.4 

42.6 

SOURCE:  Division  of  Vital  Statistics,  National  Center  for  Health  Statistics. 
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Tennenbaum,  David,  and  Gibson,  Jane,  "Appropriateness  Review:  A  Planning  Function  or  a  Regula- 
tory Tool?"  The  Hospital  Medical  Staff,  October  1980,  pages  14-21. 

This  article  describes  how  appropriateness  reviews  differ  from  certificate  of  need  reviews;  how,  in 
the  view  of  two  American  Hospital  Association  employees,  these  reviews  will  be  implemented;  and 
what  they  will  mean  to  hospitals  and  their  medical  staffs.  It  includesa  brief  summary  of  the  history  of 
the  1979  appropriateness  review  legislation  and  regulations,  and  details  AHA  concerns  with  them. 

Health  Systems  Agencies  (HSAs)  and  State  Health  Planning  Development  Agencies  (SHPDAs)  are 
required  to  conduct  these  reviews  at  least  every  five  years  for  services  in  public  and  private  hospitals, 
rehabilitation  facilities,  nursing  homes,  and  home  health  agencies  for  which  State  health  plans  have 
been  adopted.  Appropriateness  reviews  assess  existing  institutional  health  service  needs,  accessi- 
bility, availability,  financial  viability,  cost  effectiveness,  and  quality  of  care.  These  reviews  should 
provide  consumers  with  information  to  help  them  make  informed  choices  concerning  institutions; 
the  reviews  also  result  in  recommendations  to  help  institutions  improve  their  services. 

HSAs  and  SHPDAs  must  make  findings  or  recommendations  about  the  appropriateness  of  area  or 
State  health  services;  they  have  the  option  of  choosing  to  make  institution  specific  findings  or 
recommendations.  All  findings  are  publicly  disclosable;  area-wide  findings  do  not  identify  particular 
institutions  or  services  within  institutions. 

The  AHA  believes  these  reviews  should  only  be  conducted  on  an  area  wide  basis,  never  on  an  institu- 
tion specific  basis.  According  to  the  authors,  legislation  and  regulations  do  not  and  should  not  man- 
date sanctions  or  penalties  (i.e.,  linking  findings  to  facility  licensure,  Medicaid  reimbursement,  or 
rate  review  decisions)  for  a  service  that  is  found  inappropriate.  Review  findings  should  be  used  for 
planning,  rather  than  for  regulatory  purposes,  to  inform  the  public  and  to  advise  health  care  pro- 
viders and  others  of  the  need  for  voluntary  efforts  to  improve  health  services,  the  authors  assert. 

Also  recommended  is  that  public  disclosure  of  these  findings  include  hospital  reactions  to  the  find- 
ings, that  certificate  of  need  decisions  on  the  need  for  new  health  services,  major  medical  equipment, 
or  new  construction,  not  be  based  solely  on  appropriateness  review  findings.  Hospitals  should  be- 
come involved  in  the  development  of  HSAand  SHPDA  appropriateness  review  criteria  and  standards 
which  will  determine  the  type  of  data  gathered,  the  nature  and  outcomes  of  the  reviews,  the  authors 
advise.  They  especially  stress  that  hospitals  ensure  that  due  process  protections  be  incorporated 
into  this  process. 

Biles,  Brian,  M.D.,  M.P.H.;  Schramm,  Carl  J.,  Ph.D.,  J.D.;  and,  Atkinson,  J.  Graham,  D.  Phil.,  "Hospital 
Cost  Inflation  Under  State  Rate-Setting  Programs,"  New  England  Journal  of  Medicine,  No.  303, 
September  18,  1980,  pages  664-668. 

The  authors,  from  the  Johns  Hopkins  Center  for  Hospital  Finance  and  Management  and  the  Mary- 
land Health  Services  Cost  Review  Commission,  report  their  findings  of  a  study  to  determine  the 
impact  of  mandatory  State  prospective  rate  setting  on  hospital  costs.  Prospective  rate  setting  pro- 
grams, as  the  term  implies,  establish  rates  in  advance  of  the  period  to  which  they  apply,  in  contrast  to 
the  traditional  retrospective  system  which  determines  payment  after  services  are  provided. 
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The  study  is  based  on  data  from  the  1970-1 979  editions  of  Hospital  Statistics  published  by  the  Ameri- 
can Hospital  Association;  over  90  percent  of  U.S.  hospitals  report  the  cost  data  on  which  the  report  is 
based. 

Analyses  of  hospital  costs  in  six  rate  setting  States,  Connecticut,  Maryland,  Massachusetts,  New 
Jersey,  New  York,  and  Washington  are  given.  These  six  States  were  selected  from  the  25  rate  setting 
States  because:  State  agencies  operated  the  rate  setting  programs;  hospital  compliance  was  manda- 
tory; regulation  covered  most  non-Medicare  expenses;  and,  the  programs  had  been  operating  since 
1976.  Even  among  the  six  States,  there  were  variations  in  the  application  of  mandatory  rates.  Some 
States  applied  the  set  rates  only  to  commercially  insured  patients;  other  States  applied  the  rates  to  all 
patients  (Medicaid,  Medicare,  commercially  insured,  etc.).  The  article  reports  that  the  average 
annual  rate  of  increase  among  the  six  rate  setting  States  during  the  1976-1978  period  was  1 1.2  per- 
cent, compared  to  a  14.3  percent  increase  for  non  rate  setting  States  during  the  same  period.  They 
found  no  statistical  difference  in  rates  during  the  1970-1975  period. 

They  believe  this  lack  of  difference  in  this  period  is  due  to  the  fact  that  rate  setting  programs  were 
only  begun  during  the  early  1970s,  and  were  probably  not  as  effective  as  they  later  became.  Second, 
the  Nixon  Administration's  1971-1974  Economic  Stabilization  Program  affected  all  hospital's  costs 
and  minimized  the  effects  of  rate  setting  programs.  Also,  the  Carter  Administration  and  the  Congress 
began  a  heavy  focus  on  cost  containment  in  1977. 

The  authors  conclude,  on  the  basis  of  their  study  and  other  evidence,  that  mandatory  State  prospec- 
tive rate  setting  programs  offer  an  effective  means  for  controlling  hospital  cost  inflation. 

(EDITOR'S  NOTE:  Dr.  Carl  Schramm  has  co-authored  two  excellent  articles  for  Perspectives  on  the 
subject  of  prospective  rate  setting.  They  appear  in  the  September  1979  and  February  1980  issues.) 


"A  Report  from  Washington  on  Professional  Standards  Review  Organizations,"  PSRO  Letter,  Vol.  8, 
No.  21,  November  1,  1980,  McGraw-Hill,  Inc.,  457  National  Press  Building,  Washington,  D.C.  20045. 

One  section  of  this  edition  of  this  semi  monthly  newsletter  discusses  recent  final  regulations  which 
gave  PSROs  the  authority  to  decide  how  much  hospitals  should  get  paid  for  performing  delegated 
reviews  and  to  establish  a  budget  for  performing  nondelegated  reviews.  Changes,  and  reasons  for 
such  changes,  between  the  Notice  of  Proposed  Rulemaking  (NPRM)  and  the  final  regulation  are  also 
discussed.  Another  section  indicates  that,  after  ten  years,  HCFA's  final  draft  of  a  Uniform  Hospital 
Bill  may  be  close  to  being  accepted  by  the  health  care  community.  The  testing  of  this  form,  UB-16-78, 
which  was  almost  complete  at  the  time  of  this  newsletter's  publication,  is  also  briefly  touched  upon. 

Also  discussed  are  pending  HCFA  regulations  for  Medicare  hospital  health  and  safety  conditions 
of  participation,  which  the  AHA  contends  will  be  highly  costly  to  hospitals  due  to  the  need  to  comply 
with  revised  fire  safety  requirements.  These  regulations  have  not  been  finalized  because  HCFA  re- 
ceived over  5,000  NPRM  comments  and  a  required  cost  impact  analysis  has  not  yet  been  conducted. 

Some  other  items  of  interest  included  problems  hospitals  are  encountering  trying  to  comply  with 
new  Joint  Commission  on  Accreditation  of  Hospitals'  Quality  Assurance  requirements,  details  of 
American  Association  of  PSROs'  personnel  changes,  and  an  explanation  of  why  and  how  Delaware 
replaced  its  concurrent  hospital  reviews  with  comprehensive  retrospective  review  plans. 

"The  Quality  of  American  Health,"  USA  Today,  Vol.  108,  No.  2417,  February  1980,  pages  4-16. 

This  feature  article  includes  a  potpourri  of  articles  related  to  the  quality  of  health  in  America.  From 
"aging"  to  "vitamins,"  the  feature  discusses  current  trends,  developments,  or  discoveries. 
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The  article  begins  with  a  quote  from  Julius  B.  Richmond,  Assistant  Secretary  for  Health,  HHS,  and 
Surgeon  General,  ". . .  from  1960  to  1978,  total  national  spending  for  health  care  grew  from  $27  billion 
to  $192  billion,  an  increase  of  over  700  percent."  However,  Dr.  Richmond  expressed  disappointment 
that  the  700  percent  increase  in  spending  had  not  brought  about  a  more  significant  increase  in  health 
improvements.  The  Surgeon  General's  report  cites  cancer  and  heart  disease  as  the  primary  threats 
to  the  nation's  health. 

One  of  the  more  interesting  reports  involves  Linus  Pauling's  somewhat  controversial  cancer  treat- 
ment theory.  Dr.  Pauling  is  proposing  massive  Vitamin  C  doses  as  a  cancer  cure.  The  article  reports 
that  Dr.  Pauling  is  encouraging  the  National  Cancer  Institute  to  undertake  more  research  in  this 
area. 

Another  report  criticizes  American's  humorous  treatment  of  digestive  disorders.  Citing  a  report  to 
Congress  by  the  National  Commission  on  Digestive  Disease,  the  authors  point  out  that  because  of 
the  nation's  reluctance  to  openly  discuss  digestive  disorders,  the  humorous  manner  in  which  such 
disorders  are  treated,  and,  the  overall  negative  attitudes  about  them,  Americans  fail  to  take  such 
problems  seriously  and  to  seek  appropriate  treatment. 

The  report  also  discusses  a  new  concept  in  treating  infertility,  i.e.,  microsurgery  and  fallopian  tube 
transplant,  as  well  as  a  new  concept  in  birth  control,  i.e.,  a  vaginal  ring  which  secretes  hormones  to 
block  conception. 

Research  in  replacing  knocked-out  teeth  points  to  quick  (within  30  minutes)  insertions  as  a  means  of 
preserving  the  tooth.  The  feature  reports  current  research  on  this  subject  from  Denmark  University. 

Many  other  interesting  and  timely  articles  make  this  report  well  worth  reading. 

Silver,  George,  "The  Health-Care  Merry-Go-Round,"  Sari/rctey  Review,  February  16, 1980,  pages  15-17. 

This  professor  of  public  health  discusses  the  proliferation  of  proposals  and  counter  proposals  for 
national  health  insurance  plans  that  surface  each  year  from  sources  inside  and  outside  the  govern- 
ment, and  the  reasons  for  the  lack  of  consensus  regarding  these  plans  or  what  national  health  care 
means.  Some  plan  is  needed,  the  author  contends,  because  our  present  "piecemeal  system  doesn't 
work,"  and  doesn't  help  the  needy.  The  article  claims  that  the  bewildering  variety  of  health  bills  now 
facing  Congress  is  not  because  of  AMA  actions,  butthefaultof  the  many  bureaucrats  and  legislative 
staffs  in  the  Department  of  Health  and  Human  Services  and  Congress.  The  article  contains  descrip- 
tions, discussions,  and  comparisons  of  President  Carter's,  Senator  Kennedy's,  and  Senator  Russell 
Long's  health  care  bills,  and  states  that  only  Senator  Long's  bill  currently  has  any  chance  of  passage. 
The  author  concludes  that  none  of  the  current  plans  promise  equity  and  makes  his  own  suggestions 
concerning  State  health  insurance  programs  for  children  operated  on  a  very  localized  basis,  funded 
by  Federal  and  State  taxes.  If  successful,  his  program  could  then  be  extended  to  adults  and  the  whole 
nation,  he  concluded. 


Goldblatt,  Stanford  J.,  "The  Medicare  Section  223  Schedule  of  Limits:  A  Continuing  Struggle,"  Health 
Care  Management  Review,  Vol.  5,  No.  2,  Spring  1980,  pages  35-38. 

This  article  is  a  heated  attack  of  HCFA's  "schedule  of  limits"  on  Medicare's  reimbursement  of  routine 
hospital  costs.  The  author  claims  that  HCFA's  decision  to  group  hospitals  by  bed  size  is  an  inappro- 
priate measure  of  comparability  and  renders  an  otherwise  appropriate  technique  of  computing  the 
schedule  invalid.  It  is  alleged  that  the  schedule  is  prejudicial  to  larger  urban  teaching  hospitals  be- 
cause it  financially  disadvantages  them.  Statistics  indicating  many  teaching  hospitals  incur  routine 
service  costs  in  excess  of  regulation  limitations  are  cited. 
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The  author  goes  into  great  detail  regarding  the  history  of  the  Section  223  (1972  Social  Security 
Amendments)  regulations,  which  were  designed  to  limit  the  growth  of  Medicare  hospital  costs,  the 
changes  that  have  occurred  in  the  schedule  as  first  published  in  1974,  and  the  reasons,  according  to 
the  author,  for  the  changes.  The  author  concludes  that  the  schedule  does  not  reflect  differences  in 
the  intensity  of  hospital  care  or  the  nature  of  patient  mix,  both  of  which  greatly  impact  on  the  cost  of 
routine  services.  Consequently,  it  is  recommended  that  HCFA  change  its  methodology  for  creating 
groups  of  comparable  hospitals  as  a  base  for  its  limitations  on  routine  operating  costs,  inorderto  re- 
imburse all  provider  hospitals  fairly  and  equitably. 

Havighurst,  Clark  C,  and  Hackbarth,  Glenn  M.,  "Competition  and  Health  Care-Planning  for  Deregula- 
tion," Regulation,  May/June  1980,  pages  39-48. 

Amendments  in  1979  to  the  National  Health  Planning  and  Resources  Development  Act  of  1974  "laid 
a  statutory  foundation  for  expanding  competition's  role  in  the  future"  of  planning  and  development 
for  the  health  care  industry.  The  1974  act  established  a  two  level  process  for  evaluating  proposed 
investments  in  facilities  and  services.  First,  health  systems  agencies  (HSAs)  develop  plans  describ- 
ing a  locality's  need  for  institutional  services  and  facilities  and  the  plans  serve  as  a  review  basis  for 
certificates  of  need  for  proposed  new  or  expanded  services.  Second,  State  certificate  of  need 
agencies,  with  minimum  regulatory  powers,  can  prohibit  unapproved  investments,  supported  by  the 
HSA  plans  and  recommendations  which  informed  and  rationalized  the  decision  making.  This  pro- 
cess was  intended  by  Congress  to  avoid  unnecessary  investment  in  redundant  facilities  or  equip- 
ment, and  in  services  or  facilities  not  yielding  health  benefits  to  justify  their  cost,  such  as  laboratory 
tests,  therapies,  or  new  equipment.  The  authors  find  that  "if  health  planners  and  regulators  have 
generally  been  liberal  in  granting  certificates  of  need  to  existing  institutions  seeking  to  upgrade  and 
expand  their  services,  they  have  been  relatively  stingy  about  investments  by  would  be  newcomers  to 
the  market."  Particularly  cited  are  such  "efficiency  enhancing  competition"  as  health  maintenance 
organizations  (HMOs). 

The  authors  identify  growing  interest  in  restoration  of  meaningful  price  competition  to  health  ser- 
vices and  insurance  markets.  They  find  that  Congress  is  actively  considering  proposals  for  limiting 
the  amount  of  employer  paid  premiums  for  employee  health  benefits,  since  these  benefits  are  now  a 
tax  free  fringe  benefit  to  the  employee  for  both  income  and  Social  Security  tax  purposes. 

The  language  of  the  1979  amendments  directed  planners  and  regulators  to  measure  the  need  for 
regulatory  intervention  in  institutional  health  service  planning  by  determining  whether  the  service 
in  question  is  one  "for  which  competition  does  not  or  will  not  appropriately  allocate  supply."  While 
the  amendments  do  not  tell  planners  how  to  decide  when  the  market  works  well  enough  to  replace 
regulations,  the  authors  indicate  that  HHS  might  provide  some  guidance  in  forthcoming  interpre- 
tative regulations.  However,  they  also  state:  ".  .  .  that  department's  record  of  hostility  to  the  market 
and  its  usual  preoccupation  with  stopgap  cost  control  measures  and  disinterest  in  more  fundamental 
change  cast  doubt  on  its  willingness  to  take  the  new  mandate  seriously."  The  authors  conclude  that 
Congress  has  provided  an  opportunity  for  market  competition  to  vie  with  existing  planning  and 
regulatory  controls  and  to  potentially  establish  that  market  competition  may  be  the  more  effective 
approach. 

Saward,  Ernest  W.,  and  Fleming,  Scott,  "Health  Maintenance  Organizations,"  Scientific  American, 
Vol.  243,  No.  4,  October  1980,  pages  47-53. 

This  is  an  especially  interesting  article  on  the  HMO  subject;  it  focuses  more  on  the  historical  and 
conceptual  development  of  HMOs  than  on  the  pros  and  cons  of  their  implementation.  The  authors 
tell  us,  for  example,  that  the  term  HMO  was  coined  in  1970  by  Paul  Ellwood,  head  of  Interstudy,  a 
health  care  policy  consulting  firm.  They  also  report  that  the  contemporary  HMO  concept  is  char- 
acterized by  a  defined  enrolled  population;  a  predetermined  and  regularly  paid  fee;  services  pro- 
vided by  a  defined  physician  group;  and,  voluntary  enrollment. 
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The  historical  concept  of  an  HMO,  according  to  the  authors,  began  in  the  13th  century  with  concern 
for  medical  care  of  Venetian  seamen;  the  concept  continued  through  the  16th  century  with  thesame 
concern  for  British  seamen. 

In  1798,  the  American  HMO  system  began  with  health  care  for  our  merchant  seamen.  Contemporary 
HMOs  began  on  the  West  and  East  coasts  with  the  formation  of  Ross-Loos  in  Los  Angeles  in  1929 
and  Group  Health  Association  in  Washington,  D.C.  in  1939.  Kaiser  Permanente  and  several  other 
early  HMOs  joined  soon  after.  The  goal  of  all  the  early  HMOs  was  to  ensure  the  availability  of  services 
to  the  particular  group  of  enrollees  for  whom  they  were  created.  It  wasn't  until  decades  later  that 
HMOs  were  seen  as  a  cost  effective  alternative  to  the  traditional  fee  for  service  medical  system. 

The  article  reports  a  short  lived  impetus  spurred  by  the  Nixon  Administration  in  1971  which  saw  the 
cost  benefit  potential  of  an  HMO  network.  Because  of  organized  opposition  from  medicine  and  the 
insurance  industry,  interest  soon  waned.  Congress,  however,  passed  the  HMO  Act  of  1973  to  speed 
and  facilitate  HMO  growth  and  development.  Although  the  country  never  achieved  the  number  of 
HMOs  envisioned  by  the  Administration  (1 ,700  by  end  of  FY  1976),  a  study  reported  240  in  June  1980, 
with  nine  million,  or  four  percent,  of  the  nation's  population  enrolled. 

The  article  discusses  some  of  the  more  prominent  arguments  against  HMOs,  e.g.,  their  supposedly 
lesser  quality  of  care,  selectivity  of  enrollment,  etc.,  but  rebutts  with  rather  solid  data  from  studies 
that  support  the  success  of  the  HMO  concept  in  both  cost  and  quality  of  care.  The  authors  also 
speculate  about  the  future  of  HMOs  in  light  of  several  proposed  national  health  insurance  programs. 
The  need  for  HMOs  could  become  obsolete  under  most  of  these  proposals,  but  the  authors  conclude 
that  as  long  as  conventional  (fee  for  service)  medicine  exists,  HMOs  will  thrive  as  a  viable  alternative. 

Rettig,  Richard  A.,  "The  Changing  Federal  Role  in  Medical  Technology,"  Technology  Review,  February 
1980,  pages  34-41. 

Over  the  past  few  years  there  has  been  a  growing  debate  concerning  the  cost,  efficacy  and  safety  of 
medical  technology.  This  debate  has  resulted  in  a  changing  role  forthe  Federal  government,  both  in 
policy  making  and  management.  This  shift  has  been  away  from  conscious  reliance  upon  the  non- 
governmental sector  for  decision  making  about  the  development,  diffusion  and  use  of  medical  tech- 
nology, to  increasing  involvement  of  the  Federal  government.  The  management  transition  has  been 
from  decentralized  to  centralized  control;  although  this  centralization  is  based  on  a  fragmented 
set  of  statutes  and  regulations  which  are  being  administered  by  a  number  of  loosely  coordinated 
Federal  agencies. 

Criticism  of  medical  technology  has  increased  in  recent  years.  Questioned  are  both  the  benefits  and 
the  costs  of  such  developments  as  computerized  axial  tomography  scanners,  highly  invasive  life 
support  equipment,  and  the  billion  dollar  price  tag  of  the  Medicare  funded  end  stage  renal  disease 
program,  etc.  The  acquisition  of  all  this  new  medical  technology  has  not  included  extensive  con- 
sideration of  the  costs,  both  fiscal  and  psychic,  or  a  rigorous  evaluation  of  the  benefits.  Many  ob- 
servers have  called  for  externally  imposed  changes  in  medicine's  incentive  structure,  and  a  complex 
policy  response  and  new  set  of  institutions  for  the  Federal  "management"  of  medical  technology  are 
now  emerging.  This  response  ranges  from  establishing  or  coordinating  efforts  to  make  considered, 
centralized  decisions  about  hospital  and  health  care  capital  expenditures;  regulating  medical  de- 
vices for  safety  and  efficacy,  both  in  the  manufacturing  process,  and  by  the  establishment  of  product 
controls;  and  decisions  on  reimbursement  that  include  awareness  of  the  impact  of  such  decisions  on 
the  usage  of  medical  technology. 

Additionally,  a  new  National  Center  for  Health  Care  Technology  has  been  created,  accompanied 
by  commitments  from  the  National  Institutes  of  Health  and  the  Department  of  Health  and  Human 
Services  to  address  the  questions  of  assessing  and  managing  health  technology. 


Perspectives  on  Medicaid  and  Medicare  Management 
February  1981 


79 


Mr.  Rettig  states  that  the  shifts  toward  a  greater  Federal  role  in  medical  technology  derives  from  the 
general  failure  of  the  medical  marketplace  to  consider  both  costs  and  benefits  of  new  medical  ser- 
vices. However,  this  shift  reveals  a  serious  dilemma,  for  while  there  is  good  reason  to  believe  that 
unregulated  market  industries  will  produce  socially  undesirable  outcomes,  there  is  also  good  reason 
to  believe  that  government  institutions  will  be  only  partially  effective  in  compensating  for  market 
deficiencies.  The  author  raises  the  question  of  whether  the  move  away  from  the  private  sector  imper- 
fections will  only  reveal  the  inadequacies  of  Federal  decision  making,  the  limitations  of  formal  analy- 
sis, the  fragmenting  effect  of  contemporary  bureaucracy  and  the  inescapable  involvement  of  politics 
in  all  resolutions. 

Coombs,  Jeanne  A.,  M.P.H.,  Dr.  P.  H.;  Silversin,  Jacob  B.,  D.M.D.,  Dr.  P.  H.;  and,  Drolette,  Margaret  E., 
M.P.H.,  Ph.D.,  "Policy  Research  Related  to  the  Diffusion  of  Medical  Technologies,"  Journal  of  Dental 
Education,  Vol.  44,  No.  9,  September  1980,  pages  520-525. 

This  paper,  based  on  a  National  Institutes  of  Health  grant  study,  describes  a  systematic  attempt  to 
gain  better  understanding  of  the  acceptance  or  nonacceptance  of  preventive  health  measures  by 
institutions,  by  studying  the  adoption  and  implementation  of  school  based  self-applied  fluoride  rinse 
programs.  Seventy-five  percent  of  all  U.S.  school  superintendents  answered  the  survey  questionn- 
aire, and  eight  million  school  children  participated  in  this  program. 

Describing  preliminary  study  findings,  rationale  for  these  findings,  and  policy  implications  of  these 
findings,  the  authors  indicate  almost  one  quarter  of  U.  S.  school  districts  offer  a  self-applied  fluoride 
program.  About  40  percent  of  the  reporting  superintendents  stated  they  had  not  heard  of  this  pro- 
gram prior  to  receiving  the  questionnaire.  Of  the  60  percent  who  had  heard  of  the  program,  about  40 
percent  were  offering  such  a  program.  Of  those,  about  three  quarters  offered  only  fluoride  rinse 
programs,  about  16  percent  offered  only  fluoride  tablet  programs,  and  ten  percent  offered  both  rinse 
and  tablet  programs.  In  addition,  initial  adoption  of  the  program  did  not  guarantee  continued  imple- 
mentation. 

The  study  also  found  that  adopting  this  program  is  significantly  associated  with  the  availability  of 
optimally  fluoridated  water.  The  proportion  of  school  districts  offering  such  programs  was  found 
to  be  larger  when  some  schools  are  located  in  optimally  fluoridated  areas.  Also,  surprisingly,  one 
third  of  school  districts  in  totally  fluoridated  areas  offered  a  self-applied  fluoride  program.  This  find- 
ing would  seem  to  indicate  that  factors  other  than  the  availability  of  fluoridated  water  affect  school 
districts'  decisions  whether  to  adopt  rinse  and/or  tablet  programs.  One  such  factor  was  the  geo- 
graphic region  in  which  a  school  district  is  located.  There  is  a  wide  range  of  variation  across  districts 
that  have  adopted  this  program,  from  about  19  percent  in  New  York  State  to  about  63  percent  in  cer- 
tain areas  of  the  Southeastern  United  States. 

Hein,  John  W.,  D.M.D.,  Ph.D.,  "The  Role  of  Biomedical  Research  in  Health  Policy  Formulation,"  Journal 
of  Dental  Education,  Vol.  44,  No.  9,  September  1980,  pages  513-516. 

This  reprint  of  a  speech  presented  at  the  1980annual  session  of  the  American  Association  for  Dental 
Research  defines  and  compares  the  roles  of  biomedical  research  in  health  policy  formulation  and 
discusses  the  problems  which  could  occur  if  the  degree  of  parallelism  of  these  two  kinds  of  research 
is  overestimated.  The  paper  examines  and  compares  four  basic  areas:  biomedical  research  and  its 
role  in  health  policy  formulation;  biomedical  research  and  medical  education;  biodental  research 
and  its  role  in  health  policy  formulation;  and,  biodental  research  and  dental  education.  Also 
discussed  are  the  desires  and  interests  of  groups  involved  in  national  health  policies,  such  as  special 
interest  groups,  the  general  public,  the  biomedical  and  biodental  research  communities,  medical 
schools,  the  medical  health  care  delivery  sector,  and  the  pharmaceutical  industry. 

Dr.  Hein  contends  that  biomedical  research  poses  no  threat  to  the  educational,  practicing,  or  indus- 
trial establishments  of  medicine  because  its  well  being  is  vital  to  everyone  else's  interests.  For  ex- 
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ample,  the  author  states  that  medical  school  education  is  not  greatly  affected  by  major  biomedical 
research  breakthroughs(e.g.,the  poliomyelitis  vaccine  abolished  the  need  fora  major  medical  care 
enterprise)  because  most  training  in  the  practical  application  of  medical  knowledge  occurs  outside 
of  the  school  after  graduation. 

Dr.  Hein  strongly  believes  that  biodental  research  should  occupy  a  more  important  position  in  the 
formulation  of  oral  health  policies  than  biomedical  research  occupies  in  the  formulation  of  medical 
health  policies,  since  the  dental  education  and  practitioner  establishments  are  extremely  suscepti- 
ble to  great  environmental  impact  from  the  dental  research  sector.  Dr.  Hein  buttresses  his  contention 
by  claiming  that,  through  research,  there  will  come  a  time  when  dental  caries  and  periodontal  dis- 
eases will  no  longer  be  major  public  health  problems.  This,  consequently,  should  directly  affect 
dental  health  policies  which  must  now  determine  the  kind  of  future  dental  care  that  must  be  available 
20  to  40  years  from  today,  besides  the  number,  types,  and  size  of  dental  schools,  and  the  numbers  of 
dental  practitioners  and  dental  auxiliaries  that  will  be  needed.  Dr.  Hein  also  points  out  what  he  be- 
lieves is  the  mistakenly  low  priority  accorded  dental  research  by  the  dental  practitioner  community. 

Prospectives  for  Nursing:  A  Symposium,  U.  S.  Department  of  Health  and  Human  Services,  Public 
Health  Service,  Health  Resources  Administration,  DHHS  Publication  No.  HRA  80-40,  August  1980. 

This  booklet  was  developed  to  support  health  resource  planning,  specifically,  to  meet  the  informa- 
tion needs  of  the  nursing  component  of  the  National  Health  Planning  Information  Center. 

This  collection  of  papers  covers  a  broad  range  of  social,  ethical,  economic,  and  technical  issues 
impinging  on  the  present  as  well  as  the  future  of  the  nursing  profession. 

The  task  of  exploring  the  course  of  Federal  health  policy  development  in  relation  to  the  field  of 
nursing  is  delineated.  Various  positions  are  offered  with  respect  to  how  nursing  should  be  conducted 
as  a  discipline  within  the  broader  context  of  the  total  health  system.  Some  urge  that  nursing  be  more 
appropriately  recognized  as  a  provider  of  significant  services  in  the  health  field.  Others  grapple  with 
proposed  boundaries  of  the  profession,  especially  as  technology  becomes  more  advanced  and 
traditional  understanding  of  human  life  is  changed.  Serious  issues  of  organization  and  structure  and 
their  results  are  also  discussed. 

The  five  papers  covered  in  this  publication  were  presented  at  a  May  1979  symposium  of  the  same 
name. 

Biscoe,  Sandra  D.,  7974  Followup  of  Disabled  and  Nondisabled  Adults,  No.  3,  Functional  Capacity 
Limitations  and  Disability,  SSA  Publication  No.  13-11725,  U.  S.  Department  of  Health  and  Human  Ser- 
vices, August  1980. 

This  report  examines  longitudinal  data  on  changes  in  basic  functional  limitations  of  disabled  and 
nondisabled  persons  in  relation  to  movement  in  or  out  of  the  disabled  adult  population.  The  major 
purpose  of  this  report  is  to  determine  the  relationship  between  functional  capacity  limitations  and 
self-perceived  disability  overtime.  These  changes  cover  a  two  year  period  and  have  been  determined 
from  responses  to  a  number  of  questions  included  in  the  1972  Survey  of  Disabled  and  Nondisabled 
Adults,  and  the  1974 followup  survey,  conducted  by  the  Social  Security  Administration. 

Approximately  18,000  disabled  and  nondisabled  persons  in  the  civilian  noninstitutionalized  popula- 
tion aged  20-66  in  1972  were  surveyed.  Disability,  as  perceived  here,  is  based  on  the  individual's  own 
assessment  of  the  extent  to  which  her/his  health  limits  the  ability  to  work.  Of  these,  about  16,030 
were  available  for  a  followup  interview  conducted  in  1974.  Persons  older  than  age  64  in  1974  have 
been  excluded  from  this  report.  Respondents  were  asked  about  their  capabilities  and  limitations  in 
three  basic  areas:  (1)  the  ability  to  perform  the  physical  movements  of  walking,  using  stairs,  stand- 
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ing,  sitting,  stooping,  reaching,  fingering,  and  lifting;  (2)  ability  to  manage  personal  care  activities, 
including  eating,  dressing  and  bathing;  and  (3)  mobility  in  and  out  of  doors  by  oneself. 

Findings  revealed  that  age,  rather  than  sex,  was  a  discriminating  factor  between  men  and  women. 
Although  the  negative  consequences  of  aging  impacted  more  heavily  on  the  functional  capacity  of 
women,  they  did  not  report  a  greater  number  of  individual  problems  than  men.  Activities  which 
posed  the  greatest  difficulty  were  lifting  objects,  standing,  and  using  stairs  or  inclines.  Race  was 
another  distinguishing  factor  among  those  reporting  functional  abilities, e.g., generally,  whites  re- 
ported fewer  problems  with  most  physical  movements  than  blacks.  However,  both  races  expressed 
equal  need  for  assistance  with  mobility  out  of  doors  and  personal  care  activities.  Persons  of  other  or 
unknown  races  demonstrated  the  least  amount  of  difficulty  with  physical  activities.  Additionally, 
findings  showed  that  self-assessed  disability  was  closely  linked  to  functional  capacities.  The  more 
severely  disabled  people  thought  they  were,  the  higher  their  incidence  of  functional  limitations. 

Fox,  John  G.,  Ph.D.,  and  Storms,  Doris  M.,  M.P.H.,  "New  Health  Professionals  and  Older  Persons," 
Journal  of  Community  Health,  Vol.  5,  No.  4,  Summer  1980,  pages  254-259. 

This  study  was  conducted  because  the  aged  population  is  increasing  and  the  local  maldistribution  of 
health  care  resources  continues  to  persist.  Many  believe  that  new  health  professionals  (nurse  prac- 
titioners and  physicians  assistants)  could  provide  needed  health  services  for  elderly  people  who 
might  otherwise  be  unable  to  obtain  such  services.  The  authors  tested  the  degree  to  which  older 
people,  compared  to  younger  persons,  are  aware  of,  and  would  accept  care  from  new  health  pro- 
fessionals. The  study  indicates  the  aged  know  less  about,  and  are  less  accepting  of,  NHP  care  than 
younger  persons,  although  they  do  accept  most  such  care.  In  addition,  they  are  more  satisfied  than 
younger  people  with  their  current  providers  of  health  care.  The  authors  conclude  that  older  people 
have  no  special  desire  for  NHP  services  but  suggest  that,  since  data  indicates  that  people  are  more 
receptive  to  such  care  once  having  heard  of  it,  increased  publicity  in  the  printed  media  concerning 
NHP  care  might  increase  the  demand  for  such  services. 

Kane,  Robert  L,  M.D.,  and  Kane,  Rosalie  A.,  D.S.W.,  "Alternatives  to  Institutional  Care  of  the  Elderly: 
Beyond  the  Dichotomy,"  The  Gerontologist,  Vol.  20,  No.  3,  Part  1,  June  1980,  pages  249-259. 

The  authors  report  that  of  those  over  age  65  in  the  U.S.,  five  percent  live  in  nursing  homes  or  other 
institutions  and  that  once  an  individual  achieves  age  65,  there  is  a  one  in  four  chance  of  some  day 
entering  a  nursing  home.  They  also  reveal  that  about  40  percent  of  the  Medicaid  bill  goes  to  services 
for  the  elderly. 

This  article  discusses  issues  associated  with  evaluating  and  determining  alternatives  to  nursing 
home  care.  It  discloses  that  about  two-thirds  of  the  elderly  population  function  without  any  support, 
another  30  percent  function  with  only  minimal  support  and  about  five  percent  require  substantial 
support.  The  authors  state:  "Current  market  conditions  place  a  premium  on  the  medical  rather  than 
the  social  model  (viz,  nursing  home  or  daycare).  Funds  are  more  abundant  for  individuals  labeled  as 
patients  rather  than  clients.  Reimbursement  mechanisms  currently  favor  institutional  care  rather 
than  alternatives." 

Since  there  is  widespread  concern  about  the  cost  of  U.S.  nursing  home  care  and  the  deficiencies  of 
this  care,  a  series  of  demonstration  projects  was  funded  under  Section  222  of  P.L.  92-603.  However,  a 
significant  problem  surfaced  because  of  the  absence  of  clearly  defined  research  protocol,  leading 
to  uncertain  and  sometimes  emotional  findings.  The  authors  conclude  that  while  there  is  "current 
great  enthusiasm  for  the  development  of  alternative  models  for  institutionalization  of  the  elderly, 
there  is  less  evidence  that  any  type  of  technology  is  being  transferred  to  buttress  this  enthusiasm 
on  a  foundation  of  meaningful  information." 
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"A  Guide  For  Long  Term  Care  and  Community  Services  in  New  Jersey,"  State  of  New  Jersey,  Division 
of  Medical  Assistance  and  Health  Services,  February,  1980. 

This  booklet,  prepared  by  New  Jersey  Medicaid  program  staff,  is  a  guide  for  indigent  elderly  adults 
and  their  families  regarding  information  about  New  Jersey  nursing  home  care  and  community  ser- 
vices. 

There  is  a  serious  bed  shortage  in  New  Jersey  nursing  homes,  especially  for  Medicaid  patients.  There 
is  a  three  month  to  one  year  waiting  period  for  New  Jersey  nursing  home  beds.  It  was  therefore  felt 
necessary  for  individuals  considering  going  into  a  nursing  home  to  think  about  alternatives.  Often, 
through  a  combination  of  community  resources,  people  with  chronic  health  problems  can  continue 
to  live  in  the  community.  This  booklet  explains  the  nursing  home  placement  process  in  New  Jersey, 
nursing  home  resident  rights,  and  identifies  and  lists  the  locations  and  telephone  numbers  of  New 
Jersey  agencies,  broken  down  by  counties,  which  provide  information  and  services  for  the  elderly. 

Copies  can  be  obtained  through  the  Department  of  Human  Services,  Division  of  Medical  Assistance 
and  Health  Services,  P.O.  Box  2486,  Trenton,  New  Jersey  08625,  Telephone:  (609)  292-1940. 

Gustaitis,  Rasa,  "Old  vs.  Young  in  Florida:  Preview  of  an  Aging  America,"  Saturday  Review,  February 
16,  1980,  pages  10-14. 

Broward  County,  Florida  is  experiencing  what  the  author  describes  as  a  war  between  the  genera- 
tions: conflict  between  the  elderly  population  and  the  young,  which  includes  suspicion  and  hostility 
on  both  sides,  housing  discrimination  against  the  young,  a  fear  of  crime  by  the  elderly,  and  harsh 
penalties  for  youthful  offenders.  This  manifestation  of  hostility  is  compelling,  because  the  current 
statistical  proportion  of  age  groups  in  Florida,  and  especially  Broward  County,  "mirrors  the  future  of 
the  Nation."  The  number  of  the  aged  in  the  U.S.  is  growing  faster  than  the  population;  between  1970 
and  1978,  the  total  population  increased  7  percent,  while  the  elderly  population  grew  20  percent. 
Today,  approximately  11  percent  of  the  U.S.  population  are  over  65;  in  Florida  nearly  18  percent  are 
elderly,  a  figure  the  rest  of  the  country  is  expected  to  match  in  the  next  50  years. 

The  author  examines  some  of  the  causes  of  this  conflict,  discussing  the  growing  feelings  of  the  elder- 
ly that  they  have  "paid  their  debt"  to  society  by  working  hard  so  that  they  will  not  be  a  burden  on  their 
families,  and  that  they  should  no  longer  have  to  worry  about  social  concerns  and  supporting  public 
welfare.  The  amount  of  funds  going  for  education  in  Florida  has  dropped,  and  is  expected  to  con- 
tinue to  fall.  The  elderly  and  the  young  are  in  competition  for  Federal  dollars,  as  they  both  rely  heavily 
on  the  government  for  needed  social  services.  Inevitably,  as  the  elderly  population  grows  largerand 
more  powerful,  the  amount  of  money  available  for  the  young  has  decreased  and  will  continue  to  do 
so.  The  Nation's  elderly  are  indeed  politically  powerful,  the  author  asserts.  Fifteen  percent  of  the 
country's  voting  population  is  over  65,  and  there  are  several  effective  lobbying  groups  determined  to 
improve  the  lot  of  the  elderly. 

The  author  cites  a  sociologist's  ironic  view  of  the  Florida  conflict:  the  elderly  and  the  young  have,  in 
fact,  much  in  common.  They  both  spend  much  of  their  time  playing;  they  are  both  on  the  outskirts 
of  society.  Convinced  that  the  best  hopes  for  a  happy  resolution  of  this  conflict  lie  at  the  intersection 
of  self-interest  and  public  interest,  the  author  suggests  that  the  public  needs  to  be  aware  of  the  short 
term  expenditures  that  will  prevent  long  term  costs,  e.g.,  it  has  been  shown  that  communities  with 
adequate  day  care  facilities  have  considerably  reduced  the  welfare  case  load,  easing  the  tax  burden 
on  the  public. 

Steur,  Joanne,  Ph.D.;  Bank,  Lew,  M.A.;  Olsen,  Edwin  J.,  M.D.;  and,  Jarvik,  Lissy  F.,  M.D.,  Ph.D.,  "De- 
pression, Physical  Health  and  Somatic  Complaints  in  the  Elderly:  A  Study  of  the  Zung  Self-Rating 
Depression  Scale,"  Journal  of  Gerontology,  Vol.  35,  No.  5,  September  1980,  pages  683-688. 
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This  highly  technical  paper  discusses  a  statistical  study  which  explored  the  relationship  between 
depression,  somatic  complaints,  and  diagnosed  physical  illness  in  older  persons  in  relatively  good 
health.  The  study  tested  several  hypotheses,  one  of  which  was  that  among  a  group  of  elderly  people 
in  relatively  good  physical  health  there  would  be  no  statistically  significant  relationship  between 
physical  health  and  depression,  nor  between  physical  health  and  somatic  symptoms.  It  was  also 
hypothesized  that  the  relationship  between  somatic  symptoms  and  depression  would  be  significant 
in  both  younger,  physically  healthy  adults  and  elderly,  physically  healthy  people.  This  was  found 
to  be  only  partially  supported  by  study  findings,  as  significant  relationships  appeared  for  some,  but 
not  all,  of  the  depression  questionnaire  items. 

The  article  details  the  study  method,  materials,  and  results.  Study  participants,  whose  median  age 
was  64.5  years  old,  received  complete  medical  workups  prior  to  completing  thestudy  questionnaire. 
Physicians  reviewed  participants'  medical  charts  and  rated  their  health.  These  ratings  were  a  major 
part  of  the  study's  statistical  analysis. 

The  relationships  between  age,  sex,  or  education,  or  between  age,  sex,  or  health  ratings  were  not 
found  to  be  statistically  significant.  However,  a  significant  relationship  was  found  between  education 
and  health,  as  more  highly  educated  people  were  found  to  have  better  health  ratings.  Contrary  to 
beliefs  held  prior  to  this  study,  for  this  sample  of  relatively  healthy  elderly  people,  somatic  symptoms 
seemed  to  contribute  less  to  depression  than  lack  of  hope,  decreased  activity,  difficulties  in  doing 
things,  feelings  of  uselessness,  and  problems  in  decision  making.  The  authors  discuss  several  possi- 
ble reasons  for  these  unexpected  findings  including  the  possibility  that  some  participants  may  not 
have  been  completely  truthful,  but  may  have  projected  what  they  would  have  liked  their  answers  to 
be.  For  this  and  other  reasons  (i.e.,  acquiescence  to  negatively  worded  items  may  be  part  of  the  re- 
sponse style  of  depressed  people),  the  authors  suggest  further  investigations. 

Glassman,  Marjorie,  "Misdiagnosis  of  Senile  Dementia:  Denial  of  Care  to  the  Elderly,"  Social  Work, 
Vol.  25,  No.  4,  July  1980,  pages  288-292. 

Because  the  aging  process  gradually  renders  the  human  body  less  resilient  and  less  adaptable  to 
stress,  the  health  care  needs  of  older  people  are  substantially  different  from  those  of  other  segments 
of  the  population.  The  treatment  and  management  of  chronic  illness  are  the  major  medical  problems 
of  American  elderly.  Of  particular  importance  are  the  social  adjustments  required  to  control  symp- 
toms of  chronic  disease.  To  manage  illness,  the  older  person  must  solve  social  as  well  as  medical 
problems. 

Older  people  who  suffer  from  reversible  mental  failure  may  be  erroneously  diagnosed  as  senile  and 
consequently  may  be  deprived  of  adequate  care.  Senile  dementia  is  one  of  the  most  serious  medical 
diagnoses.  It  implies  gradual,  unrelenting,  irreversible  damage  or  atrophy  of  unknown  origin  of  the 
brain.  Although  mental  failure  can  be  caused  by  brain  damage,  it  can  also  be  the  result  of  reversible 
medical  and  psychiatric  conditions,  such  as  anemia,  malnutrition,  depression,  medication  reaction, 
hypothyroidism,  and  congestive  heart  failure. 

Research  has  indicated  failure  to  diagnose  and  treat  these  reversible  causes,  thereby  assuring 
chronic  and  irreversible  advanced  disease  states.  The  author  suggests  that  medical  neglect  and  dis- 
interest in  the  elderly  reflect  society's  negative  attitude  about  the  elderly.  Such  stereotypic  attitudes 
appear  to  affect  physicians'  ability  to  correctly  diagnose  and  treat  disease  related  conditions  among 
older  people,  with  grim  consequences.  If  physicians  tend  to  incorrectly  identify  disease  related  con- 
ditions as  normal,  they  are  likely  to  leave  untreated  conditions  that  could  be  reversed. 

This  article  discusses  several  case  studies  which  illustrate  misdiagnosis  and  serious  neglect  of 
elderly  clients'  medical  needs.  The  author  demonstrates  the  effectiveness  of  social  workers  who  are 
geriatric  specialists  in  the  Service  for  Older  People  of  the  Family  Service  Association  of  Greater 
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Boston.  Geriatric  social  workers  have  specialized  skills  in  understanding  the  interplay  of  psycho- 
logical, social  and  biological  factors  that  might  cause  the  clientto  manifest  symptomsof  mental  fail- 
ure. 

The  role  of  the  social  worker  is  valuable  in  combatting  misdiagnosis  of  senile  dementia.  The  author 
states  that  a  multidisciplinary  team  approach  is  one  of  the  best  ways  to  effect  both  a  correct  diag- 
nosis and  a  comprehensive  treatment  plan.  Diagnostic  errors  are  rarely  found  among  home  medical 
teams  or  hospital-based  primary  care  programs,  in  which  the  staff  obtain  a  meaningful  history,  and 
give  attention  to  psychological  and  social  factors  that  can  cause  problems  in  the  client's  mental 
functioning.  A  vital  role  for  the  social  worker  is  compiling  the  necessary  information,  and  making  a 
careful  evaluation  of  emotional,  cultural,  reality,  and  socioeconomic  factors  affecting  the  client,  in- 
cluding both  the  present  situation  and  past  history  of  social  functioning.  The  workercan  sometimes 
uncover  psychological  and  social  factors  in  the  client's  life  that  may  be  the  cause  of  behavior  diag- 
nosed as  senile  dementia. 


Although  the  author  is  critical  of  physicians  in  their  care  of  the  elderly,  she  concedes  that  a  growing 
number  of  physicians  are  becoming  more  skilled  and  sensitive  to  the  needs  of  older  persons  and  to 
the  benefits  of  working  with  a  team.  As  geriatric  medicine  becomes  a  specialty,  the  author  hopes  this 
trend  will  continue. 


Lesnoff-Caravaglia,  Gari,  Ph.D.,  Ed.,  "Health  Care  of  the  Elderly:  Strategies  for  Prevention  and  Inter- 
vention," Volume  1,  Frontiers  in  Aging  Series,  1980. 

This  book  includes  selected  papers  presented  by  gerontology  and  geriatric  specialists  at  the  Spring/ 
1980  Sangamon  State  University  Fourth  Annual  Gerontology  Institute.  The  papers  discuss  treatment 
of  the  elderly  and  emphasize  the  unique  medical  and  psychological  phenomena  that  accompany 
the  aging  process.  The  topics  include:  diagnosis  and  treatment  of  medical  and  psychiatric  disorders 
prevalent  in  old  age;  biomedical  aspects  of  aging;  special  precautions  for  administering  medication 
to  the  elderly;  nutrition  and  exercise  for  the  aged;  current  developments  in  geriatric  psychotherapy; 
contrasting  attitudes  towards  aging  in  the  U.S.  and  Russia;  and,  community  health  delivery  pro- 
grams. 

The  authors  indicate  that,  for  elderly  patients,  even  the  most  routine  health  and  mental  health  care 
requires  specialized  attention.  Practical  methods  for  prevention  and  intervention,  and  curricular 
developments  for  professional  training  is  described.  According  to  the  writers,  older  people  are  ex- 
cluded from  medical  care  and  services  because  of  negative  attitudes  spurred  by  insufficient  physi- 
cian and  nurse  geriatric  education  and  training,  while  the  number  of  elderly,  who  experience  more 
acute  and  chronic  diseases  than  the  young,  continues  to  increase. 


"Scanning  the  Human  Mind,"  Newsweek,  September  29,  1980,  page  63. 

This  brief  article  concerns  experiments  being  conducted  in  several  U.S.  medical  centers  with 
position-emission  tomography  (PET),  a  radiology  technique  that  records  brain  processes  on  film. 
PET  identifies  abnormal  regions  of  brain  activity  in  seriously  mentally  ill  individuals  by  detecting 
changes  in  chemical  physiology,  revealing  brain  sugar  glucose  activity,  areas  of  abnormal  brain 
metabolism,  and  biochemical  changes  in  the  brain.  More  than  80  percent  of  the  brain's  energy  comes 
from  sugar  glucose,  and  the  more  active  a  part  of  the  brain,  the  more  glucose  is  metabolized  in  that 
area. 
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The  article  describes  the  PET  scan  process  and  discusses  how  it  differs  from  the  CAT  (computerized 
axial  tomography)  scanner  technique.  PET  scan  photographs  of  normal  and  mentally  ill  brains  are 
used  to  demonstrate  and  explain  this  technique.  The  article  concludes  with  explanations  of  how  PET 
may  be  used  to  treat  epilepsy  and  find  defects  in  other  organs. 

Carbary,  Lorraine  J.,  R.N.,  "Myasthenia  Gravis:  The  Mysterious  Masquerader,"  The  Journal  of  Practi- 
cal Nursing,  October  1980,  pages  21-23,  36-37. 

This  technically  oriented  article  was  written  to  help  Licensed  Practical/Vocational  Nurses  (LP/VN) 
recognize,  understand,  and  treat  this  chronic  neuromuscular  disease.  The  article  describes  char- 
acteristics and  symptoms  of  this  muscle  weakening  disease  whose  cause  is  unknown,  explains  how 
it  can  be  diagnosed,  why  it  is  so  often  misdiagnosed,  and  includes  a  list  of  suggested  hospital  patient 
care  management  procedures.  The  author  also  discusses  MG  treatment  methods  (i.e.,  drugs,  sur- 
gery, etc.),  including  how  nurses  can  recognize  and  treat  MG  crisis  situations,  and  details  post  hos- 
pitalization considerations  that  center  on  patient  and  family  education. 

Trussell,  James;  Menken,  Jane;  Lindheim,  Barbara  L.,  and,  Vaughan,  Barbara,  "The  Impact  of  Restrict- 
ing Medicaid  Financing  for  Abortions,"  Family  Planning  Perspectives,  Vol.  12,  No.  3,  May/June  1980, 
pages  120-130. 

This  article,  adapted  from  a  paper  presented  at  the  1980  annual  meeting  of  the  Population  Associa- 
tion of  America,  discusses  a  study  which  sought  to  determine  the  impact  of  the  1 976  Hyde  Amend- 
ment. The  amendment,  affecting  abortions  funded  under  Medicaid  and  other  HEW  (now  HHS)  pro- 
grams (e.g.,  community  health  centers),  permits  payment  only  for  those  abortions  threatening  the 
life  of  the  pregnant  woman.  Related  amendments  in  1977  and  1978  added  "promptly  reported  rape 
and  incest"  and  "severe  long  lasting  physical  health  damage"  to  the  permissable  conditions  for  fund- 
ing; in  1979,  the  latter  condition  was  deleted. 

The  study  group  was  drawn  from  Princeton  University's  Office  of  Population  Research  and  the  Alan 
Guttmacher  Institute  (AGI).  An  earlier  AGI  survey  had  revealed  that  295,000  poor  women  obtained 
abortions  under  Medicaid  in  fiscal  1977,  the  year  before  the  Hyde  Amendment  was  enforced;  the 
number  fell  to  2,000  in  fiscal  1978,  the  first  year  of  enforcement. 

The  study  group  identified  four  options  available  to  pregnant  poor  women  who  might  previously 
have  obtained  abortions  funded  through  Medicaid:  carry  pregnancy  to  term,  pay  for  abortion  in  the 
private  market,  obtain  publicly  funded  abortion,  resort  to  nonmedical  abortion.  The  study  goal  was 
to  estimate  the  minimum  number  of  pregnant  Medicaid  eligible  women  who  would  have  obtained 
abortions  in  the  absence  of  the  Hyde  Amendment  and  to  compare  this  figure  with  the  actual  number 
of  abortion  recipients.  The  periods  studied  were  February  to  July  1977  and  the  comparable  months 
in  1978.  A  reliable  and  timely  study  was  considered  necessary  since  the  study  objectives  were  to 
make  results  available  to  decision  makers  in  States  considering  funding  restrictions  and  to  let 
officials  in  restrictive  States  know  the  consequences  of  their  policy  choices. 

States  finally  used  in  the  study  were  Georgia  and  Ohio,  with  Michigan  (which  continued  to  pay  for 
abortions  for  Medicaid  eligible  women  after  the  Federal  funding  cut  off)  as  a  comparison  State. 
Study  data  was  secured  from  the  Medicaid  program  offices,  vital  statistic  offices,  and  major  abortion 
providers. 

"Best  estimates"  from  study  results  were  that  about  23  percent  of  Medicaid  eligible  women  in  Ohio 
and  18  percent  in  Georgia  who  would  have  obtained  an  abortion  in  1977,  before  the  cut  off,  did  not  do 
so  in  1978.  As  expected,  Michigan  showed  no  material  change.  Therefore,  if  all  States  observed  the 
Hyde  Amendment  and  if  the  study  estimates  of  abortion  decline  of  about  20  percent  are  correct, 
then  some  59,000  Medicaid  eligible  women  who  would  have  obtained  abortions  under  the  1977  fund- 
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ing  policy  no  longer  received  them.  The  study  group  found,  however,  that  "most  poor  women  in  need 
of  abortions  managed  to  obtain  them,"  despite  considerable  personal  and  financial  sacrifices. 


"Medicare's  Value:  It's  Worth  Considerably  More  Than  the  Aged  &  Disabled  Pay  For  It,"  Perspective, 
Vol.  15,  No.  2,  Summer  1980,  pages  35-36. 

This  brief  article  takes  the  position  that  the  24  million  aged  and  three  million  disabled  beneficiaries 
covered  by  the  Medicare  Federal  health  insurance  program  receive  "substantially  more"  than  they 
pay  for.  The  article  describes  how  both  parts  of  the  program  are  financed— Part  A  covers  hospital, 
skilled  nursing  facility,  and  home  health  services  expenses,  and  Part  B  covers  physician  and  other 
health  professional  expenditures— and  compares  beneficiary  costs  versus  the  "value"  of  this  cover- 
age as  of  July  1, 1980.  A  brief  quote  from  the  U.  S.  House  Select  Committee  on  Aging  regarding  their 
investigation  of  private  Medicare  supplmental  health  insurance  policies  completes  this  article.  (See 
June,  1 980,  Perspectives  on  Medicaid  and  Medicare  Management  for  two  articles  concerning  these 
types  of  policies  and  Federal  and  State  legislation  and  regulations  enacted  to  try  to  prevent  further 
abuses  as  regards  such  policies.) 


Morey,  Richard  C,  "A  Performance  Measure  for  the  Medicaid  Program," /ngwy,  Vol.  17,  No.  1,  Spring, 
1980,  pages  18-24. 

This  report  describes  a  HCFA  funded  project  demonstration  in  Montana  to  determine  appropriate 
performance  measures  for  the  Medicaid  program.  Using  program  data  from  April  1977  through 
September  1977,  the  program  areas  reviewed  were  eligibility,  third  party  liability,  and  claims  process- 
ing. The  project  attempted  to  determine  a  process  which  could  clearly  identify  nondebatable  pro- 
gram dollar  losses  in  a  timely  manner.  A  separate  stratified  sample  of  Medicaid  eligibility  cases  was 
selected  monthly  to  represent  total  program  case  load  with  statistical  confidence  level.  Paid  claims 
associated  with  the  sampled  case-months  were  reviewed  for  each  segment  of  the  eligible  population 
to  compute  an  estimate  of  the  dollar  error  rate  associated  with  combined  program  facets.  Confi- 
dence intervals  for  the  dollar  error  rates  were  also  computed,  recognizing  the  strong  correlation 
between  dollar  error  size  and  dollar  payment  size.  Importantly,  this  study  differed  from  earlier  Medi- 
caid eligibility  control  efforts,  since  program  dollar  error  rates  were  studied  rather  than  claim  error 
rates. 

The  study  does  not  comment  on  how  the  State  chose  to  control  errors  but  recognized  that  field  re- 
views per  case  are  costly,  averaging  about  $250  per  review.  The  review  also  considered  improper 
denials  and  noted  that  the  Federal  government  has  initiated  a  negative  case  action  quality  control 
program  to  consider  denials  of  admission.  Various  mechanisms  for  setting  standards  for  rewarding 
or  penalizing  a  State  based  on  outcome  achieved  are  discussed. 

A  brief  description  of  demonstration  results  revealed  that  631  cases  with  a  total  value  of  about 
$45,500  were  involved.  The  sample  represented  slightly  more  than  0.5  percent  of  the  total  case- 
month  available  for  Montana  during  the  study  period.  The  overall  programwide  dollar  error  rate 
for  Medical  Assistance  only,  AFDC,  and  SSI  was  6.69  percent,  representing  a  projected  annual  dollar 
loss  of  $3.09  million,  with  the  AFDC  program  segment  the  major  contributor  to  the  error  rate.  The 
data  collected  was  considered  potentially  useful  for  development  of  error  prone  profiles,  identifying 
key  case  characteristics  which  might  warrant  more  extensive  or  more  frequent  review  or  rereview. 
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"Evaluation  of  Medicaid  Administrative  Costs,"  National  Institute  for  Advanced  Studies,  HCFA 
500-78-0067,  June  10,  1980. 

This  Health  Care  Financing  Administration  study  was  conducted  by  staff  of  the  National  Institute 
for  Advanced  Studies,  and  directed  bv  John  Rhodes.  It  resulted  directly  from  a  1978  request  to  HCFA 
by  the  State  Medicaid  Directors'  Council  to  join  them  in  sponsoring  a  nationwide  study  of  Medicaid 
administrative  costs. 


While  the  Medicaid  program  has  required  States  to  submit  administrative  cost  data  since  its  incep- 
tion, only  gross  data  have  been  reported.  Therefore,  the  report  explains,  one  of  the  purposes  of  the 
study  was  to  explore  States'  ability  to  report  specific  cost  breakout  data  within  the  administrative 
cost  area.  A  survey  instrument,  modeled  on  one  used  for  an  earlier  NIAS  study  on  this  subject,  was 
sent  to  all  States  and  jurisdictions  requesting  data  to  be  compiled  during  the  period  January-March 
1979. 


Only  29  States  responded  to  the  data  request.  The  degree  to  which  they  supplied  the  requested  data 
varied,  and  a  final  23  States'  data  were  complete  enough  to  be  included  in  the  study.  The  report  cites 
several  reasons  for  the  approximate  50%  response  rate:  the  survey  instrument  and  instructions  were 
mailed  to  States,  and  only  followup  telephone  contact  was  made;  States  may  have  been  unable  to 
collect  data  within  the  requested  time  frame;  States  with  data  decentralized  among  counties  may 
have  been  unable  to  retrieve  it;  States  may  have  been  unable  to  convert  their  own  data  into  the  re- 
quested format;  States  simply  may  not  have  maintained  such  data;  States  whose  legislatures  were  in 
session  had  priority  requests  for  data;  and,  States  may  have  considered  the  data  collection  effort 
too  costly. 


NIAS  requested  States  to  provide  administrative  cost  data  forthe  following  functional  areas:  general 
administration;  training;  beneficiary  services;  quality  control;  EPSDT;  provider  services;  claims 
processing;  SUR;  payment  recovery,  fraud  control;  institutional  reimbursement;  and,  noninstitu- 
tional  reimbursement.  The  report  provides  the  mean  expenditures  in  each  of  the  cost  categories;  the 
range  among  States  is  wide.  Within  each  category,  several  subcategories  were  studied,  e.g.,  in  the 
beneficiary  services  category,  the  subcategories  were  eligibility  determination,  eligibility  redetermi- 
nation, ADP,  and  other  beneficiary  services. 


The  report  includes  numerous  tables  depicting  cost  comparisons  between  23  surveyed  States.  It 
also  includes  a  discussion  of  the  categories  and  examples  of  high  and  low  values.  The  authors 
attempt  to  explain  many  of  the  exceptional  values.  They  begin  their  analysis  with  a  breakout  of  costs 
and  weighted  percentages  in  the  12  functional  areas:  34.3%  beneficiary  services,  29%  claims  pro- 
cessing, 10.5%  provider  services,  8.5%  general  administration,  5%  SUR,  3.4%  EPSDT,  2.8%  institu- 
tional reimbursement,  2.5%  quality  control,  1.8%  fraud  control,  1.2%  payment  recovery,  0.8%  train- 
ing, and  0.4%  noninstitutional  reimbursement. 


Copies  of  the  report,  "Evaluation  of  Medicaid  Administrative  Costs,"  (HCFA  500-78-0067)  may  be 
obtained  by  contacting  HCFA,  BPO,  Division  of  Operations,  2  P  1  East  Low  Rise,  6401  Security 
Boulevard,  Baltimore,  MD  21235. 
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Carr,  William  H.  A.,  "Medicaid  Costs,"  Nursing  Homes,  Vol.  29,  No.  3,  May/June  1980,  pages  18-20. 


This  revealing  article  describes  a  study  of  the  effects  of  Louisiana's  cost  containment  action  in 
August  1976  in  which  several  groups  of  drugs  were  eliminated  for  Medicaid  payment. 

Because  of  anticipated  budget  strain  and  pressure  from  the  State  legislature  to  reduce  or  maintain 
costs,  Louisiana's  Medicaid  agency  restricted  its  drug  formulary.  Drugs  were  eliminated  that  are 
used  in  the  treatment  of  appetite  suppression,  cold/cough,  anemia,  digestive  disorders,  as  well  as 
minor  tranquilizers  and  vitamins.  Projected  savings  from  the  restriction  were  over  1 5  percent  or  $5.6 
million. 

The  study,  conducted  by  Dennis  L.  Hefner,  Ph.D.  of  California  State  University,  and  Pracon,  Inc., 
included  over  10,000  patients'  records  for  the  six  months  prior  to  the  cutback,  and  the  same  period 
the  following  year.  Patients  were  matched  by  age,  sex,  race,  and  rural/urban  residence. 

The  study  showed  several  negative  consequences  of  the  cutback,  both  on  cost  and  quality,  for  in- 
stance: while  drug  costs  decreased  by  about  $4  million,  overall  costs  increased  by  about  $15  million. 
The  author  concludes  that  patients  whose  health  problems  had  been  maintained  by  drugs  were 
forced,  without  such  medication,  to  seek  more  inpatient  and  outpatient  care.  The  impact  was  great- 
est among  the  elderly  and  handicapped,  whose  days  of  hospitalization  nearly  doubled,  and  whose 
lengths  of  stay  also  increased. 

The  author  concludes  that  the  study's  results  demonstrate  "penny  wise  and  pound  foolish"  bureau- 
cratic action.  The  State  Medicaid  agency,  although  forced  to  cut  back  services,  actually  increased 
costs  and  reduced  quality  of  care,  according  to  the  author. 


Bowden,  Henry  L.,  "What  Patients  Want  in  Their  Doctors,"  Vital  Speeches  of  The  Day,  March  15,  1980, 
pages  325-327. 

This  speech  of  a  retired  lawyer  to  a  local  Georgia  medical  society  covers  his  own  informal  poll  of 
patients  (bankers,  lawyers,  ministers,  etc.),  many  with  serious  and  lengthy  illnesses,  regarding  what 
they  want  in  a  doctor.  His  results  indicate  that  a  doctor  should  be  someone  "thoroughly  committed  to 
the  practice  of  medicine,"  someone  with  "a  sound  and  basic  education"  (i.e.,  history,  English, psy- 
chology, art,  music,  etc.),  besides  medical  training,  and  someone  who  is  sympathetic  (has  "a  warm 
heart"),  who  recognizes  people  first  as  human  beings  than  as  patients,  and  is  accessible.  In  addition, 
those  polled  expected  physicians  to  have  a  solid  medical  education,  one  beyond  their  area  of 
specialization;  to  engage  in  continuing  medical  education  in  order  to  be  aware  of  the  latest  and  best 
answers  to  patient  ills;  to  speak  in  simple,  easy  to  understand,  nontechnical  language,  and,  truth- 
fully, to  patients  and  their  families;  to  inspire  confidence,  and,  to  believe  deeply  in  some  religion. 
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For  M/MMI  reports  available  to  personnel  who  are  deeply  concerned  with  the  Medicaid  and  Medicare 
programs: 

□  Tailoring  Health  Services  to  Individual  Needs— Dallas  Conference,  September  27-29,  1978 

□  Managing  Change— State  Medicaid  Directors'  Mid  Year  Conference,  Atlanta,  December  1-2,  1978 

□  Data  on  the  Medicaid  Program:  Eligibility /Services/Expenditures,  1979  Edition,  Revised 

□  Eleventh  Annual  Conference  of  State  Medicaid  Directors,  San  Diego,  April  3-5,  1979 

□  Special  Report:  Some  State  and  Federal  Perspectives  on  Medicaid 

□  Third  Party  Liability  Workshop  Papers— May  and  June,  1979 

□  Medicaid:  1973-1979— A  Selected  Annotated  Bibliography 

□  Improving  the  HCFA-State  Partnership— State  Medicaid  Directors'  Mid-Year  Conference, 
November  14-16,  1979 

□  Avoiding  Erroneous  Payments  in  State  Medicaid  Programs 

□  EPSDT:  A  Selected  Annotated  Bibliography 

□  Medicare  Contractors'  Conference  Report— March  10-11,  1980 

□  Medicaid  Management  Information  System  (MMIS)  Conference  Report — April  14-16,  1980 

□  Guide  to  Third  Party  Liability 

□  Twelfth  Annual  Conference  of  State  Medicaid  Directors,  Memphis,  May  12-15,  1980 

□  Catalogue  of  State  Materials,  June  1980 

□  Management  Illustrated— Effective  Practices  in  State  Medicaid  Programs,  September  30,  1980 
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HCFA's  research  journal... 
reports  quarterly  on  agency- 
supported  research,  demon- 
stration, and  evaluation 
projects... Among  research 
topics  covered:  physician 
reimbursement,  beneficiary 
access  to  services,  geo- 
graphic differences  in  hospital 
stays,  payment  incentives, 
cost  containment. 

Also  presents  statistics  on 
Medicare,  Medicaid,  national 
health  expenditures,  related 
subjects. 

Request  a  subscription  from: 
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Security  Blvd.,  Baltimore, 
MD.  21235. 
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Forum 

HCFA's  official  magazine... 
covers  all  aspects  of  health 
care  financing,  as  well  as 
HCFA's  programs  and  activ- 
ities...Bi-monthly. 

Promotes  efficiency  within 
health  care  delivery  systems... 
serves  as  a  forum  for  discus- 
sion and  debate  on  complex 
health  care  issues. 

Order  from:  Superintendent  of 
Documents,  U.S.  Government 
Printing  Office,  Washington, 
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Perspectives 

HCFA's  "how  to"  publication 
for  Medicaid/Medicare  admin- 
istrators, Medicare  carriers 
and  intermediaries,  state  and 
local  agencies  .  Published  3-5 
times  a  year. 

Articles  address  program  tech- 
niques, procedures,  opera- 
tions management. ..application 
of  research... good  practices 
that  are  replicable. 

Request  a  free  subscription 
from:  Medicaid  Medicare 
Management  Institute,  HCFA, 
Rm.  365,  East  High  Rise  Bldg., 
6401  Security  Blvd.,  Baltimore, 
MD.  21235. 
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